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INTRODUCTION AND OVERVIEW 
1 
Thirty-four (34) years after the United States Surgeon General's first report on 
cigarette smoking in 1964, cigarette smoking remains the number one cause of disease, 
disability, and premature death in this country. One in four deaths can be attributed to 
cigarette smoking. Tobacco related disease claims more than 500,000 lives a year--more 
than 1,000 per day. 
Smoking affects the pulmonary, cardiovascular, circulatory, immune, gastro-
intestinal, endocrine, and reproductive systems of the body. It contributes to 90% of all 
cancers in organs that come in direct contact with smoke, including the mouth, esophagus, 
lung and bronchus. Tobacco also contributes to increased rates of bladder, kidney, pancreas, 
and cervical cancers. Cigarette smoking is the leading cause of all pulmonary illness 
including 90% of all cases of emphysema. Smoking is responsible for over 84,000 deaths due 
to lung disease. Each year tobacco consumption accounts for nearly 200,000 deaths or one 
half of all deaths from heart disease in the United States. 
Smoking not only affects smokers themselves, but also those people around them. 
Secondhand smoke has been classified by the Environmental Protection Agency (EPA) as 
a class A carcinogen in the environment, significantly contributing to mortality rates. Non-
smokers exposed to tobacco smoke in the environment are also at risk for smoking related 
disease. Among children, environmental tobacco smoke (ETS) exposure is a risk factor for 
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developing otitis media, sudden infant death syndrome, and respiratory illnesses. Among 
healthy adults, ETS is a risk factor for developing a variety of respiratory diseases, including 
lung cancer. 
Smoking cessation produces both immediate and long-term changes that benefit the 
ex-smokers and those around them. Within 20 minutes, the blood pressure and pulse rate 
drop to normal and the temperature of one's hands and feet increases to normal. The carbon 
monoxide level in the blood stream drops to normal and oxygen level increases within 8 
hours. After 24 hours, the ex-smoker's chance of a heart attack decreases. Nerve endings 
begin regrowth and the sense of smell is enhanced within 48 hours. After 72 hours, breathing 
is easier, the bronchial tubes relax and the lung capacity function increases up to 30% and 
walking becomes easier. 
Within one to nine months coughing, sinus congestion, fatigue, and shortness of 
breath decrease. Cilia begin to regrow in the lungs, increasing the body's ability to handle 
mucous and cleanse the lungs. The chance of infection is reduced and the overall energy 
level is increased. The heart and the circulatory system repair themselves within 5 to 10 
years, and chance of death due to lung cancer decreases dramatically. Precancerous cells are 
replaced, and within ten years the chance of death from lung cancer drops to almost that of 
a non-smoker. 
In summary, smoking remains the single most preventable cause of increased 
mortality and morbidity in the United States today. It costs this country about $52 billion 
dollars for health care coverage and another 42 billion in lost productivity per year. 
Smoking cessation on the other hand offers immediate and long-term benefits for ex-
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smokers and those around them, subsequently decreasing health care costs. 
The Nurses' Role 
Nurses are the largest group of health care professionals, working with people of all 
ages in a wide variety of clinical and community settings. They have a tremendous potential 
to reduce smoking and smoking related diseases. Seventy (70) percent of smokers visit 
health care facilities three or four times a year. Nurses at these health care facilities have a 
great window of opportunity to deliver anti-smoking messages at the time of patient 
encounter. Despite this opportunity, Stanislaw and Wewers (1994) noted the scarcity of 
studies related to the design, delivery, and evaluation of nursing interventions related to 
smoking. There are several stop smoking guides to help nurses deliver anti-smoking 
messages, but data on the effectiveness of staff nurses in using these interventions is scarce. 
This study will attempt to fill some of those gaps. 
The Prochaska and DiClemente's Stages of Change Model Applied to Smoking 
Cessation 
The Stages of Change Model provides a theoretical framework to help health care 
professionals address smoking in various health care settings. It describes change as a 
continuous process of five stages of readiness. These stages are: Precontemplation, 
Contemplation, Preparation, Action, and Maintenance. 
Precontemplation is the stage where people enjoy their smoking and are not 
considering cessation in the next six months. Contemplation is the stage when people are 
starting to weigh pros and cons of smoking cessation. They are thinking of the possibility 
of quitting within the next six months. Preparation stage smokers are ready to take action 
to quit. They are usually ready to set a quit date within one month. Ex-smokers in the action 
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stage have been abstinent 24 hours to six months. Ex-smokers who have quit for more than 
six months are in the maintenance stage (Prochaska, 1991 ). 
This model measures success on a micro level where smoking cessation is not the 
only positive outcome. Movement from earlier to later stages is seen as progress and each 
advance moves the smoker closer to long-term abstinence. Based on this model, smokers 
in each stage of change require tailored interventions to help them move further along the 
smoking cessation continuum. 
Most traditional smoking interventions are designed for those who are ready to stop 
smoking. This is not helpful to smokers in earlier stages. Population data from California 
and Rhode Island show approximately 40% of smokers are in the precontemplation stage. 
The same study showed that 40% are in the contemplation stage, and only 20% were in the 
preparation stage. 
In summary, the Stages of Change Model can be an excellent theoretical framework 
for nurses working in various health care settings. The model will equip nurses with 
interventions designed for all smokers, regardless of where they are in the smoking cessation 
continuum. These interventions will help nurses address the smoking issue even if patients 
are not ready to quit. 
Stages of Change-Based Smoking Cessation Counseling Training 
This training aims to equip staff nurses with the knowledge and skills necessary to 
address smoking cessation at the bedside. It consists of brief, minimal interventions tailored 
to the patient's specific smoking cessation stage. 
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It is designed for the inpatient setting where nurses can take advantage of the 
"window of opportunity" while patients are a captive audience. It is designed to capitalize 
on the motivation to quit often associated with hospitalization. 
The training will focus on the 4A's: Ask, Advise, Assess and Assist. The resources 
available to assist the nurses in helping patients quit smoking will include stage-specific 
patient education materials and a nicotine dependence service. 
Hypotheses 
I. There is no significant difference in knowledge related to smoking cessation among 
three different groups of nurses. 
II. There is no significant difference in smoking cessation-counseling skills among the 
three nurses groups. 
III. There is no significant difference in the frequency of utilization of nursing counseling 
skills related to smoking cessation among the three nurses groups. 
IV. There is no significant difference in the number of patients who report being advised 
to quit smoking among the three nurses groups. 
V. There is no significant difference in reports of quitting for 24 hours among patients 
of the three nurses groups. 
VI. There is no significant change in patients' stage of change in the smoking cessation 
continuum among patients of the three nurse groups. 
CHAPTER II 
REVIEW OF LITERATURE 
The review of the literature for this study will examine four major components: 
I. Prevalence and effects of cigarette smoking 
II. Health benefits of smoking cessation 
III. Smoking cessation interventions by nurses 
IV. Stage of change model 
I. Prevalence and Effects of Cigarette Smoking 
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Evidence of the adverse health effects of smoking and the benefits of cessation has 
accumulated since early in the twentieth century. Beginning in the 1950s, numerous large-
scale epidemiological studies addressed cigarette smoking as a risk factor for serious chronic 
diseases, including respiratory and non-respiratory cancers, cardiovascular diseases, and non-
malignant respiratory diseases. These studies were prompted by the sharply rising mortality 
rates for these diseases and the hypothesis that smoking, air pollution, or other environmental 
factors were responsible. Among these now well-known investigations were the 
Framingham Study, the large American Cancer Society studies of volunteers, the study of 
U.S. veterans, and the study of British physicians (USPHS, 1964). The 1964 Report of the 
Surgeon General's Advisory Committee on Smoking and Health provided one of the first 
comprehensive summaries of the health consequences of smoking. The report identified 
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cigarette smoking as a cause of lung cancer and laryngeal cancer in men, a probable cause 
of lung cancer in women, and the most important cause of chronic bronchitis. Cigarette 
smoking has been identified as the most important cause of both emphysema and chronic 
bronchitis. Cardiovascular disease and several other diseases were considered to be 
associated with cigarette smoking, but the evidence was not considered sufficient to meet the 
criteria for causality. As the evidence accumulated from epidemiologic and toxicologic 
investigations, the conclusions of the original 1964 report were strengthened and extended 
in subsequent reports (USDHHS, 1989). 
Despite an increase in medical knowledge and the impressive reduction in the 
number of current users, cigarette smoking remains the single most important cause of 
premature death in this country and a major contributor to the development of numerous 
disease states (USDHHS, 1989 Fiore, 1996). Cigarette smokers also have greater overall 
morbidity than those who have never smoked. Recent investigations have shown that 
smokers have more acute and chronic illness, as well as less self-reporting of good health, 
than former smokers or those who never smoked. Additionally, cigarette smokers have more 
restricted activity days, more bed disability days, and more school and work absenteeism 
than non-smokers (USDHHS, 1990). As would be expected, cigarette smoking is associated 
with higher utilization of both inpatient and outpatient hospital services and lower use of 
preventive care services (USDHHS, 1990). 
Cancer 
Retrospective and prospective investigations have conclusively shown that cigarette 
smoking causes lung cancer of each of the principal histologic types (i.e., epidermoid, small 
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cell, large cell, and adenocarcinoma) in both men and women (USPHS, 1964; USDHEW, 
1979; USDHHS, 1989; 1990). In 1985, 90% of lung cancers in men and 79% of those in 
women were attributed to cigarette smoking (USDHHS, 1989). For men who smoke, the 
risk of developing lung cancer is between 5 and 20 times greater than those who never 
smoke. The risk of lung cancer for women who smoke is less than in men, but is still 
significantly greater than in those who never smoked. During the last several years, the lung 
cancer mortality rate in men has stabilized, whereas the rate continues to rise in women. 
Lung cancer is the leading cause of cancer death for women, with a mortality rate now equal 
to that observed in men three decades earlier (USDHHS, 1989). 
Numerous studies have found close-response relations for death from lung cancer and 
the number of cigarettes smoked per day (Kahn, 1966), degree of inhalation (Hammond, 
1966), age of initiation of smoking (Kahn, 1966), and total duration of cigarette use (Doll, 
1978). Men who smoke more than 40 cigarettes per day and women who smoke more than 
31 cigarettes per day have approximately a 23-fold increase in the mortality risk from lung 
cancer than non-smokers. Similarly, men or women who inhale deeply at age 15 are at 
increased risk of death from lung cancer compared with non-smokers (Hammond, 1966). 
Using data from a group of British physicians, Doll and Peto found the risk of lung cancer 
to be more strongly associated with the duration of smoking than with the number of 
cigarettes smoked per day. 
Cross-sectional and prospective studies have shown that newer brands of cigarettes, 
which contain less tar and nicotine, only slightly reduce the risk of lung cancer death in 
smokers (USDHHS, 1982). Likewise, only a small reduction in mortality rates has been 
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found for lifelong smokers of filter versus non-filter cigarettes, and for persistent smokers 
who switch from non-filter to filter cigarettes. The effects of smoking on cancer 
development may be secondary to cigarette smoke causing mutations in tumor suppressing 
genes (that ordinarily control cell growth) and dominant oncogenesis causing unregulated 
cell growth. Smoking also causes impaired mucociliary clearance in the lungs and decreased 
immunologic responsiveness which predisposes an individual to cancer (Carbone, 1992). 
Epidemiologic evidence supports associations between cigarette smoking and the 
development of cancer at several other sites, such as oral cavity, larynx, esophagus, bladder, 
kidney, pancreas, stomach, and cervix. Some of these sites, such as the oral cavity, are 
directly exposed to the constituents of tobacco smoke, whereas others, such as the bladder, 
are targeted through absorption, transport, and activation of tobacco smoke carcinogens. In 
general, the risk of smoking induced cancer at these sites is not as great as the risk of lung 
cancer. Cigarette smoking is causally associated with oral and laryngeal cancer (USDHHS, 
1982; 1989). A strong dose-response relation has been found (Blot, 1988) and a 
multiplicative interaction between smoking and alcohol consumption has been reported 
(USDHHS, 1989; 1990). Shottenfeld found an approximately nine-fold increase in the risk 
of upper airway cancer in those individuals smoking 30 or more cigarettes per day and 
consuming 20 ounces of alcohol per week (Shottenfeld, 1984). Like the lung, the oral cavity 
receives direct exposure to tobacco smoke carcinogens. 
Cigarette smoking is an important cause of esophageal cancer, even after controlling 
for the effect of alcohol, another known causal factor (USDHHS, 1982; 1989; 1990). 
Currently, 78% of esophageal cancers in men and 75% of those in women are attributed to 
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smoking (USDHHS, 1989; 1990). Cigarette smoking has been causally associated with both 
bladder and renal pelvic cancer. Smoking is responsible for approximately 30% to 40% of 
all bladder cancer (USDHHS, 1982). Further, active smokers have as much as seven times 
the risk for bladder cancer (USPHS, 1964; USDHEW, 1979; USDHHS, 1989; 1990) and five 
times the risk of non-smokers for cancer of the renal pelvis (USDHHS, 1989). 
Cigarette smokers are at greater risk for pancreatic cancer than non-smokers, but 
causality has not been established. Smoking is currently classified as a contributing factor 
for the development of pancreatic cancer (USDHHS, 1982; 1988; 1990). Approximately 
30% of pancreatic cancer deaths can be attributed to cigarette smoking (USDHHS, 1989). 
The pancreas may be exposed to tobacco smoke carcinogens and their metabolites through 
contact with bile and blood. 
Cancer of the stomach is associated with cigarette smoking, but as with pancreatic 
cancer, a causal association has not been established (IARC, 1986; USDHHS, 1982; 1989). 
A modestly increased mortality ratio of 1.5 has been found in most retrospective and 
prospective studies (USDHHS, 1989). 
Cancer of the cervix has recently been associated with cigarette smoking. As yet, 
causality has not been established (IARC, 1986), although biologic plausibility for the 
association is seen in the findings of nicotine and cotinine in the cervical secretions of 
smoking women (Shuffman, 1987). Both prospective and case control studies have found 
a two-fold increase in the risk for cervical cancer in smokers compared with non-smokers 
after adjusting for other known risk factors, including early and frequent coitus, multiple 
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sexual partners, pregnancy at an early age, and the presence of sexually transmitted disease 
(Winkelstein, 1990). 
Coronary Artery Disease 
Epidemiologic studies have conclusively shown that both male and female smokers 
are at greater risk for myocardial infarction, sudden death from coronary artery disease, and 
recurrent heart attacks than are non-smokers (USDHHS, 1980; 1983; 1989). Specifically, 
prospective studies from several countries have found that smokers have a two-fold to four-
fold higher incidence of coronary artery disease, and a two-fold to four-fold greater risk for 
sudden death than non-smokers (USDHHS, 1983; 1989). Dose-response relations have been 
observed for smoking and coronary artery disease; the number of cigarettes smoked per day, 
the depth of inhalation, the age of smoking onset, and the number of years smoked, are all 
predictive of coronary artery disease mortality (USDHHS, 1983; 1989). Smoking greatly 
modifies the risk for coronary artery disease associated with other known risk factors such 
as hypercholesterolemia and diabetes. 
Cigarette smoking causes both acute and chronic myocardial changes that directly 
contribute to the development of coronary artery disease and its associated complications 
(USDHHS, 1990). Acutely smoking may cause myocardial ischemia by increasing the 
oxygen demand or by reducing the blood supply. This latter change may result from 
smoking-induced coronary artery spasm or platelet aggregation and increased adhesiveness. 
Furthermore, smoking can lower the threshold for dysrhythmias, especially ventricular 
fibrillation leading to sudden death (USDHHS, 1983). Chronically, cigarette smoking can 
result in coronary atherosclerosis, possibly by causing repetitive endothelial injury, increased 
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platelet adherence with stimulation of smooth muscle proliferation, and increased low-
density lipoprotein cholesterol or reduced high density lipoprotein cholesterol (USDHHS, 
1990). 
Cerebrovascular Disease 
Cerebrovascular disease encompasses cerebral infarction and cerebral hemorrhage. 
Cerebral infarction may be caused by occlusion of an extracerebral or intracerebral vessel 
resulting from emboliz.ation, thrombosis, and atherosclerosis. Cerebral hemorrhage includes 
both subarachnoid and parenchymal bleeding. Stroke is the more common term used to 
denote all types of cerebrovascular disease. 
Over the last 25 years, several major epidemiologic studies have shown that cigarette 
smoking causes stroke in both men and women (USDHEW, 1979; USDHHS, 1980; 1989; 
1990). The significant findings from these studies are summarized as follows: (1) after 
controlling for hypertension and coronary artery disease, cigarette smokers have almost a 
two-fold greater risk of stroke than non-smokers; (2) the risk of stroke associated with 
smoking is dose-dependent; (3) the increased risk of stroke secondary to smoking is strongest 
in younger groups (the relative risk of death associated with smoking in men and women 
younger than 65 years is 3.7 and 4.9, respectively, and for those over 65 years, 1.9 for men 
and 1.5 for women); (4) women who smoke have a higher incidence of subarachnoid 
hemorrhage; ( 5) women who smoke and use oral contraceptives have a risk greater than that 
associated with each factor individually; and ( 6) the association of smoking and stroke is 
stronger now than in past studies possibly reflecting greater cumulative exposure. 
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Atherosclerotic Peripheral Vascular Disease 
The two most important risk factors for the onset of peripheral arterial disease are 
cigarette smoking and diabetes mellitus (USDHEW, 1971; 1979, USDHHS, 1983). 
Cigarette smokers have a higher prevalence of both symptomatic and asymptomatic arterial 
disease of the lower extremities than do non-smokers. Diabetics who smoke have earlier 
onset and more severe vascular disease than those who do not smoke (USDHHS, 1989). 
Aortic Aneurysm 
Epidemiologic studies have also shown that smoking facilitates aortic atherosclerosis 
and thereby increases the mortality rate associated with aortic aneurysms (USDHHS, 1983; 
1990). Smokers have two to eight times the mortality rate from ruptured aortic aneurysm 
as non-smokers (USDHHS, 1983). 
Chronic Obstructive Pulmonary Disease 
Cigarette smoking is the main cause of death from chronic destructive pulmonary 
disease (USDHHS, 1990). While uncertainty remains concerning the mechanisms by which 
smoking causes obstructive lung disease, several studies have shown that cigarette smoking 
leads to an imbalance between proteolytic and antiproteolytic forces in the lung, possibly 
resulting in parenchymal destruction and airflow obstruction. Population-based studies 
support a role for smoking as a cause of heightened airway responsiveness (Burney, 1987; 
Sparrow, 1987; Woodcock, 1987), which may also predispose to the onset of obstructive 
lung disease. 
Cigarette smoking is associated with lower forced expiratory volume (FEV 1) in 
cross-sectional investigations (Dockery, 1988) and with accelerated FEV1 decline in 
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longitudinal studies (Boss, 1981; Burrows, 1987). Both of these associations exhibit a dose-
response relation, with the duration of smoking and the amount smoked being significant 
predictors of functional status (USDHHS, 1990). 
Over the past fifteen years, irrefutable evidence has accumulated documenting 
increased respiratory symptoms in smokers of all ages (USDHEW, 1984; USDHHS, 1981; 
1990). Further, the number of cigarettes smoked per day is the greatest predictor of chronic 
cough and phlegm production, wheeze, and dyspnea (Higgenbottam, 1980; Shenker, 1983). 
Physiologic changes induced by chronic smoking, such as decreased tracheal mucus 
velocity, hypersecretion of mucus, chronic airway inflammation, and increased epithelial 
permeability, may explain in part the associated increase in these symptoms. 
Smokers manifest a blunted immune response to influenza vaccination. Although 
smokers and non-smokers have similar post vaccination antibody titers at 3 months 
(Knowley, 1981 ), current smokers have reduced titers compared with non-smokers at 1 year 
(Dockery, 1988). A large clinical trial comparing responses to killed and live attenuated 
vaccines found that smokers had predominantly a decreased primary immune response to the 
killed vaccine (McKenzie, 1976). 
Although much is known at a cellular and mediator level, few studies have 
investigated the association of smoking and acute respiratory illnesses. Aronson and co-
workers (1982) showed that smoking is associated with increased prevalence of acute 
respiratory illnesses. In addition, these authors found that smoking modifies the type and 
duration of the resulting infections. These findings corroborate the results of Haynes and 
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colleagues ( 1966) who found the same trend for increased respiratory infections in smokers 
even before respiratory disease was evident. 
Numerous studies have confirmed associations between cigarette smoking and an 
increased incidence of low birth weight babies, prematurity, spontaneous abortions, 
stillbirths, and neonatal deaths (USDHEW, 1971, 1978; Nash, 1988). A dose-response 
relation has been found for smoking and abruptio placentae, placenta previa, bleeding during 
pregnancy, premature rupture of the membranes, and impaired physical and intellectual 
development of the infant. Most recent studies have linked cigarette smoking to infertility 
in both men and women and to sudden infant death syndrome (USDHHS, 1980). 
In the United States, cigarette smoking is estimated to account for 21%to39% of the 
incidence of low birth weight babies, defined as a newborn weighing less than 2,500 g 
(USDHHS, 1989). It is thought that cigarette smoke exerts a direct retarding effect on fetal 
growth, probably mediated through fetal hypoxia. Most studies have found that maternal 
smoking is a more important risk factor for intrauterine growth retardation (USDHHS, 1989). 
Infant mortality rates are higher in smokers than in non-smokers. In a large study using 
Missouri birth records, the infant mortality rates per 1,000 subjects (adjusted for age, parity, 
education, and marital status), were 15.l for non-smoking whites, 18.8 for whites smoking 
one pack per day, and 23.3 for whites smoking more than one pack of cigarettes per day 
(Knudson, 1976). The comparable rates for blacks were much higher with 26.0 versus 32.4 
versus 39.9 infant deaths per 1,000 subjects, respectively. 
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Peptic Ulcer 
Several epidemiologic studies have shown that smokers are at greater risk than non-
smokers for the development, delayed healing, and recurrence of peptic ulcers, despite 
treatment (Sontag, 1984; Lane, 1988). Duodenal ulcers may preferentially develop in 
smokers because of the adverse affect of nicotine on relaxation of the pyloric sphincter, 
allowing acid reflux into the duodenum. Alternatively, nicotine may reduce secretion of 
pancreatic bicarbonate, resulting in less neutralization of gastric acid in the duodenum. 
Involuntary Smoke Exposure 
Since the mid-1980s, involuntary smoking has increasingly been recognized as a 
cause of disease in non-smokers (USDHHS, 1989; 1990). Non-smokers are exposed to 
environmental tobacco smoke representing the combination of sidestream smoke, which 
emanates from the end of a burning cigarette, and mainstream smoke that has been exhaled 
by the active smoker. Sidestream smoke differs from mainstream smoke in containing 
higher concentrations of several toxic and carcinogenic substances (Samet, 1991 ). Compared 
with active smokers, involuntary smokers inhale a lower concentration of these products 
because of room air dilution (Samet, 1990). Exposure to environmental tobacco smoke can 
occur in the home or the workplace. Within each location, the magnitude of exposure is 
dependent on the number of active smokers, the intensity of smoking, the rate of indoor air 
exchange, and the use of air purifying devices. 
At present, nicotine and its metabolic cotinine are the most sensitive and specific 
markers for tobacco smoke exposure (USDHHS, 1986). Nicotine present in saliva and urine 
has a relatively short half-life-approximately two hours-and so reflects very recent 
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tobacco exposure. In contrast, cotinine, measured in similar body fluids, can be detected 
from 10 to 40 hours after exposure. Studies of both markers have shown absorption, 
circulation and excretion of tobacco smoke components in non-smokers, and provided 
biologic plausibility for the relation between involuntary smoking and disease (USDHHS, 
1986; 1990). 
Cancer 
Most studies on involuntary smoking have shown an increased incidence of lung 
cancer in non-smokers married to cigarette smokers. Hirayama reported a prospective study 
of 91,540 non-smoking Japanese women in which the standard mortality ratios for lung 
cancer were increased in direct proportion to the amount smoked by their husbands 
(Hirayama, 1981). In the same study, Hirayama also found the standardized mortality ratio 
for lung cancer in non-smoking men to be 2.1 if the wives smoked 1 to 19 cigarettes per day, 
and 2.3 ifthe wives consumed 20 or more cigarettes per day. Recent case control studies 
have confirmed these earlier findings utilizing larger numbers of non-smokers and more 
comprehensive exposure measurements (Samet, 1991 ). 
In 1986, Wald and colleagues found that the overall pooled estimate of risk from the 
existing literature for exposure to environmental smoke was 1.35 (95% confidence interval 
1.19 - 1.54) or 1.53 if adjustment was made for exposure outside the home (Samet, 1991 ). 
Using this relative risk assessment, Repace and Lowrey (1990) estimated that approximately 
8,000 lung cancer deaths each year occur in non-smokers as the result of involuntary 
smoking. The 1986 report of the Surgeon General and the National Research Council (1988) 
and the International Agency for Research on Cancer of the World Health Organization 
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(1986) have drawn similar conclusions. These statements were based on the overall weight 
of the available epidemiologic literature and on biologic plausibility, as many of the 
components of sidestream smoke show genotoxic activity and are known carcinogens. 
Cardiovascular Disease 
Few studies have examined the relation of involuntary smoking to coronary artery 
disease, arteriosclerotic peripheral vascular disease, and stroke. Aronson (1978) showed that 
passive smoking decreases exercise duration in patients with underlying angina, presumably 
secondary to the observed increase in carboxyhemoglobin from 1.3% to 2.3%. Other 
epidemiologic studies have found increased mortality rates from ischemic heart disease 
among wives exposed to their husbands' cigarette smoke (Garland, 1985). Marriage to a 
smoking spouse has been associated with two-fold to three-fold increase risk of cardiac death 
after adjustment for other known risk factors (Garland, 1985; Svendsen, 1987). No firm 
pathophysiologic mechanisms have been advanced to explain the observed risk, but 
presumably, the same accounts for chronic myocardial changes seen in active smokers are 
operating in involuntary smokers. Still, all of these cardiovascular findings must be 
considered preliminary. 
Respiratory Function 
Epidemiologic studies have shown that parental tobacco smoke is related in a dose-
response manner to a higher incidence of lower respiratory tract illnesses during infancy and 
childhood. Both maternal and paternal smoking have been associated with increased risk of 
bronchitis and pneumonia during the first year of an exposed child's life. Similarly, an 
increase of lower respiratory illness has been observed in older children. 
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Cough, phlegm, and wheeze all are more common in children whose parents smoke 
(USDHHS, 1989). Butchfiel (1984), using s longitudinal study of children in Tecumseh, 
Michigan, found that parental smoking was associated with both an increased prevalence of 
asthma at the first visit and a doubling risk for developing asthma over the 15 years of the 
study. Involuntary smoking has been shown to worsen respiratory symptoms in known 
asthmatics. Murray and Morrison (1986) showed that the level of lung function, symptom 
frequency, and airway responsiveness to inhaled histamine were adversely affected by 
maternal smoking in 94 asthmatic children ages 7 to 17. In a larger follow-up study, authors 
confirmed their findings and found that boys are more vulnerable to the effects of maternal 
smoking than are girls (Murray, 1989). 
Involuntary smoking has not been consistently associated with chronic respiratory 
symptoms in adults (Samet, 1991 ). The available studies have focused solely on exposure 
to a smoking spouse, not exposures outside the home. Stankus and colleagues (1988) 
reported that 7 of 21 asthmatics showed a more than 20% decline in FEV 1 when exposed to 
smoke at a concentration much greater than normally experienced in an indoor setting. 
The 1986 report of the Surgeon General stated that involuntary smoking reduces the 
growth rate of lung function in children. Other longitudinal studies have generally confirmed 
this conclusion (Lebowitz, 1988; Berkeley, 1986). 
In summary, smoking remains the single most preventable cause of death and 
morbidity in this country. Smoking affects almost every organ system of the smoker and 
nonsmokers exposed. It causes cancer, lung disease and stroke. It is the risk factor in 
cardiovascular, circulatory, obstetrical, gastrointestinal, genitourinary problems. 
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II. Health Benefits of Smoking Cessation 
At the time of the 1964 Surgeon General's Report, information on disease risks 
following smoking cessation was limited. The number of former smokers was small; only 
a few had maintained abstinence for long periods of time. However, since the 1960s, the 
proportion of smokers who have become former smokers (the quit ratio) has steadily 
increased. Consequently, the extent of the epidemiological evidence on the health 
consequences of smoking cessation has also increased, and firm conclusions have been 
reached on the consequences of smoking cessation for many diseases. 
The 1990 Report of the Surgeon General focused on the health consequences of 
smoking cessation (USDHHS, 1990). The report comprehensively reviewed the evidence 
on the benefits of cessation for risks of acute and chronic diseases and also considered 
potential adverse consequences of cessation, including weight gain and psychologic 
sequelae. 
The major conclusions of the 1990 Report of the Surgeon General are: 
a) Smoking cessation has significant and immediate health benefits for men and 
women of all ages. Benefits apply to persons with or without smoking related disease. 
b) Former smokers live longer than continuing smokers. For example, persons who 
quit smoking before age 50 have one-half the risk of dying in the next 15 years compared 
with continuing smokers. 
c) Smoking cessation decreases the risk of lung cancer, other cancers, heart attack, 
stroke, and chronic lung disease. 
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d) Women who stop smoking before pregnancy or during the first 3-4 months of 
pregnancy reduce their risk of having a low birth weight baby to that of women who never 
smoked. 
e) The health benefits of smoking cessation far exceed any risks from the average 5-
pound weight gain or any adverse psychological effects that may follow quitting. 
Overall, former smokers have a much lower risk of lung cancer than current smokers. 
The extent of the reduction differs among the many reported investigations in a range of 
approximately 210% to 90% (USDHHS, 1990). 
The evidence shows definite benefits of smoking cessation for cancers of the oral 
cavity, esophagus, pancreas and urinary bladder (USDHHS, 1990). Tobacco smoking causes 
the major cases of oral cancer, although alcohol consumption and smoking appear to interact 
synergistically in producing this cancer. Overall, the risks for former smokers are 
substantially less then those for current smokers. The risks drop quickly after cessation, 
reaching levels of those who never smoked within 10 years of abstinence in some studies 
(Blot, 1988). 
Similar data have been reported for cancers of the esophagus and urinary bladder 
(USDHHS, 1990). For both sites, dropping risk to that of those who never smoked occurs 
with sustained abstinence. Former smokers are also at lower risk for cancer of the pancreas, 
but little information is available on risk by duration of abstinence. 
Cardiovascular Disease 
Among the mechanisms related to cardiovascular disease, the increased tendency to 
thrombosis, reflecting platelet activation and clotting factors, coronary artery spasm, 
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increased susceptibility to dysrhythmias, and reduced oxygen-carrying capacity, are likely 
to reverse within a short time after smoking cessation (USDHHS, 1990). In contrast, 
atherosclerosis reverses slowly, if at all (USDHHS, 1990). Thus, smoking cessation would 
be anticipated to have immediate and possibly long-term benefits for the risk of 
cardiovascular disease. 
Among healthy persons, smoking cessation leads to a rapid reduction in the risk of 
having a myocardial infarction (USDHHS, 1990). In several studies, the risks of former 
smokers have dropped to levels of those who never smoked after longer periods of 
abstinence ranging from 5 to 20 or more years (USDHHS, 1990). After myocardial 
infarction, smoking cessation also leads to a substantial improvement in outcome, ranging 
from 10% to more than 50% (USDHHS, 1990). For example, in the Coronary Artery 
Surgery Study (Vliestra, 1986) death rates were compared among 1,490 quitters, 2,675 
continuing smokers, and 2,912 persons who never smoked. The overall reduction in the risk 
of death was 40% among those who quit smoking. The 5-year survival rates of the quitters 
and those who never smoked were comparable, largely because of the quitters' decreased 
mortality rate from coronary artery disease. In further analysis of these data, the benefit of 
cessation was demonstrated to be manifest at all ages. 
Comparing former smokers with never smokers, the overall risk of stroke was 1.1 7 
(95% confidence limits 1.05-1.30). The risk of stroke tends to decline with increasing 
duration of abstinence (USDHHS, 1990). 
Studies of persons followed after attending smoking cessation clinics show 
immediate reduction in respiratory symptoms with abstinence (Buist, 1979). Further with 
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cessation, the rate of decline of ventilatory function is arrested. After a few months of 
abstinence, lung function improves by about 5%. 
In summary, cigarette smoking is associated with overall morbidity and mortality. 
Smoking is a cause of cancer of the lung, oral cavity, larynx, bladder, and renal pelvis, and 
a contributing factor in the development of cancer of the pancreas, stomach, cervix, liver, 
penis, and rectum. Smokers are at greater risk for coronary artery disease, cerebrovascular 
disease, and atherosclerotic peripheral vascular disease. Cigarette smoking is the single most 
important risk factor for chronic obstructive pulmonary disease, decreased ventilatory 
functions, and increased respiratory infections. Women who smoke during pregnancy have 
an increased incidence of complications, especially intrauterine growth retardation. Peptic 
ulcer disease is more common in smokers than in non- smokers. Involuntary smoke 
exposure is association in adults with an increased incidence of lung cancer and possibly 
greater mortality rates from ischemic heart disease and in children with more frequent lower 
respiratory tract illnesses and reduced lung growth. On the other hand, extensive evidence 
has now accumulated on the health consequences of smoking cessation. With few 
exceptions, disease risks are reduced after smoking cessation and continue to drop as 
abstinence is maintained. 
III. Smoking Cessation Interventions by Nurses 
In the U.S. the largest group of health professionals are nurses. Currently, there are 
1,500,000 practicing nurses who could be involved in all aspects of smoking related 
prevention, treatment, and rehabilitation. Nurses are practicing in more settings than any 
other health professional. For instance, nurses are found in public schools, industrial 
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settings, family planning programs, hospitals, nursing homes, ambulatory care settings, 
residential settings for the elderly, physicians' offices, the military, home care programs, 
health related non-profit organizations, settings for the mentally retarded, and county and 
state health departments. It is difficult to name a health care setting in this country in which 
a nurse is not accessible. If every single nurse counsels only one patient per day, the impact 
will be significant. 
Despite the potential impact, nursing efforts to design, deliver, and evaluate 
interventions to address smoking have received very little attention in the literature 
(Stanislaw, 1994). Nursing journals seldom address smoking or smoking cessation, although 
most of the interventions to help patients are within the professional scope and ability of 
nurses (Rienzo, 1993). Most nurses view smoking health risk education as a nursing 
function, but few actually provide assessment, treatment, and evaluation of smokers 
(Goldstein, 1987; Haughey, 1989; Buchanan, 1994; Entrekin, 1993). Goldstein (1987) in a 
survey of 168 acute care nurses found that 95% believed that it is the responsibility of a 
nurse to counsel some patients who smoke, but only 52% believed that nurses should provide 
cessation counseling to all patients who smoke. Only 35% stated that they counsel all those 
who smoke, while 15% reported that they counsel no patients about smoking cessation. 
When the data were compared to smoking status, 61 % of non-smoking nurses, and only 26% 
of nurses who smoke, believed that nurses should counsel all patients who smoke; and 44% 
of the non-smoking nurses claimed to counsel all patients who smoke, compared to only 7% 
of the nurses who were current smokers. Twenty percent of the non-smoking nurses 
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"agreed" or "strongly agreed" with the statement that they were currently effective in 
smoking-cessation counseling, compared to only 5% of the nurses who smoke. 
Haughey (1989) surveyed 499 critical care nurses and found that 42.5% said they 
would be fairly unlikely or very unlikely to read a journal article on smoking and health. Of 
this same group, 46% thought their time was better spent teaching people about topics other 
than smoking cessation, 85% believed that most people would not follow a health 
professional' s advice to quit smoking, and 29% did not believe there was a way to help 
smokers who were unable to quit independently. 
Entrekin (1993) in a survey of cancer prevention and early detection practices of 
2,348 nurses in the state of Florida, found that most nurses use specific practices such as 
performing skin examinations, teaching breast self-examination or smoking cessation 
counseling with 0 to 20% of their patients. Results from the lung questionnaire, which 
specifically asked about smoking cessation counseling, revealed that only 3.4% of the nurses 
counseled 81 to 100% of smoking patients to stop in the preceding month prior to the survey. 
Among oncology nurses, 89.8% reported counseling less than 40% of their patients. Despite 
their apparent lack of participation in prevention and detection, the majority of the nurses 
(66%) believe that cancer prevention is part of the role of the nurse. Dalton and Swenson 
(1986) found only 35% of the 601 nurses in their study regularly counseled patients about 
the effects of smoking. Twenty-five percent of those counseling were former smokers or had 
never smoked; 10% were current smokers. The largest proportion of the respondents (52%) 
occasionally or rarely counseled patients about health effects of smoking. Eighty-two 
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percent indicated that they provide information about smoking to some patients; 51 % 
counseled fewer than 25% of their patients. 
Buchanan (1994), in a survey of fifty psychiatric nurses, found that 86% of 
psychiatric nurses believed that it is their responsibility to counsel smokers. Eighty-two 
percent actually counseled some patients. However, 51 % reported counseling fewer than 
25% of their patients. Very few studies have investigated the reasons why nurses do not 
counsel patients. Goldstein (1987) found that 43% of the 168 staff nurses surveyed stated 
that they did not know how to counsel patients. Twenty-seven (27) percent stated that 
counseling is not rewarding, while 8% felt it takes so much time. Buchanan (1993) in a 
survey of 50 psychiatric nurses found that 88% of the nurses felt that the lack of patient 
interest was the number one barrier to their counseling efforts. Forty-four (44) percent cited 
other priorities as another barrier. Forty (40) percent of the nurses feel that counseling is not 
effective in changing behaviors. 
Nurses are not prepared to counsel smokers in their practice setting. Goldstein's 
(1987) survey revealed that only 14% of the 168 nurses surveyed claimed to have had some 
training. Buchanan's (1994) study showed that 35 out of the 50 nurses received some 
education about smoking cessation. Twenty-nine nurses stated that their education was 
obtained from nursing schools, 22 from nursing journals, 18 from books, and 11 from in-
service/ conferences. 
The effectiveness of nurses who specialize as nicotine dependence counselors is well 
documented. Taylor (1990) evaluated the effectiveness of a nurse-managed smoking 
cessation intervention with myocardial infarction patients. Initiated while the patients were 
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in the hospital, the intervention consisted of established behavioral modification therapy and 
health education counseling. The nurse included written and verbal information about high-
risk situations for smoking relapse, two audiotapes on progressive relaxation, and follow-up 
telephone calls in the home after discharge. One year after myocardial infarction, 71 % in the 
intervention group, compared with 45% in the usual care group, had quit smoking. This was 
substantiated by biochemical tests. Similar findings were found in studies done by Stanislaw 
(1993) with oncology patients, Wewers (1994) with postoperative patients, and Hollis (1991) 
with primary care patients. However, the uses of staff nurses as smoking cessation 
counselors have not been explored. 
In summary, most nurses believe that it is their responsibility to counsel patients to 
stop smoking, but few do. The reasons they cite are lack of knowledge and skills, other 
priorities, lack of support, and lack of time, i.e., the perceived lack of patient interest and 
perceived lack of effectiveness of intervention. 
Numerous studies have proven that specially trained nurses, whose main 
responsibility is smoking cessation, are effective smoking cessation counselors; the quit rates 
of their intervention programs are above the national average. Very few studies have 
examined the possible contributions of acute care staff nurses as smoking cessation 
counselors. 
IV. The Stage of Change Model 
History 
The idea that the process of change can be subdivided into useful and meaningful 
segments arose in Prochaska and DiClemente's early research examining integrative 
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dimensions of the process of change. Originally these were called periods of change. These 
seemed related to various stage models already in the literature which focused on the 
decision making process (Janis, 1977) and personal choice health behaviors (Hom, 1976). 
In fact, Hom had begun to outline stages in the process of quitting smoking and talked about 
contemplation of change, decision to change, short-term change, and long-term change. 
However, no empirical investigation of these states was made and the model failed to specify 
relationships among the stages or to identify relevant processes for each stage. Hom gave 
the impression the decision to change was all that was needed for short-term change and that 
environmental variables were solely responsible for long-term change. 
Combining processes of change, which were being delineated from an extensive 
analysis of systems of psychotherapy (Prochaska, 1979) with stages of change, produced a 
conceptual breakthrough in understanding the process of change (Prochaska and Di Clemente, 
1983). Process activity varied by stage. Cognitive/experiential processes were more salient 
in the early stages and behavioral processes became increasingly important and frequent 
during action and maintenance stages (DiClemente and Prochaska, 1985). 
The basic processes of change that Prochaska and DiClemente operationalized come 
from systems of psychotherapy and behavior change. The initial focus of the work was to 
understand similarities and differences in theories of behavior change, whether the change 
was therapy-assisted or self-initiated. Smoking cessation was the first behavior change that 
was examined. 
29 
Definition and Description of the Stages 
As currently understood, the stages of change represent specific constellations of 
attitudes, intentions and behaviors that are relevant to an individual's status in the process 
of change. The stages are problem or behavior specific in that they refer to change status 
with respect to one specific problem behavior or problem area. In addition, the stages model 
assumes a focus on intentional change which involves the individual's participation, rather 
than imposed change where there is little or no option for alternative behaviors. Thus far, 
five basic stages of change have been isolated: Precontemplation, Contemplation, 
Preparation, Action, and Maintenance. Each stage represents a period of time as well as a 
set of tasks needed for movement to the next stage. Although the time an individual spends 
in each stage may vary, the tasks to be accomplished are assumed to be invariant (Prochaska 
and Di Clemente, 1986). What follows is a description of each stage with the hypothesized 
tasks to be accomplished to move to the next stage. 
Precontemplation is the earliest stage. Individuals in precontemplation are unaware, 
unwilling, or discouraged when it comes to changing a particular problem behavior. They 
engage in little change process activity and can be rather defensive about the targeted 
problem behavior. Precontemplators are not convinced that the negative aspects of the 
problem behavior outweigh the positive. They may have experienced fewer negative 
consequences related to the behavior or believe that the behavior is well controlled and under 
self-regulation. Whatever the reason, they are not considering changing in the foreseeable 
future and would be least responsive to interventions focused on change activities. In order 
to move ahead in the cycle of change, precontemplators need to acknowledge or take 
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ownership of the problem, increase awareness of the negative aspects of the problem, and 
accurately evaluate self-regulation capacities (DiClemente and Prochaska, 1985). 
Contemplation involves an active consideration of the prospects of change. These 
considerations include the personal dimensions of the problem as well as the possibility and 
consequences of any change. Contemplators engage in information seeking and begin to 
reevaluate themselves in light of the particular target behavior. Smoking or alcohol problem 
contemplators are more upset about their smoking or drinking than are precontemplators. 
In addition, they tend to evaluate the losses and rewards that successful change would bring 
(V elicer, Di Clemente, Prochaska and Brandenburg, 1985). However, they are not prepared 
to take action at present. They are evaluating options. These individuals would have to 
make a firm decision to take action and engage in preliminary action to move to the next 
stage. 
Preparation indicates a readiness to change that encompasses both attitude and 
behavior. Individuals in the preparation stage are intending to change in the near future and 
have learned valuable lessons from past change attempts and failure. They are on the verge 
of taking action and need to set goals and priorities accordingly. In addition, they need to 
make firm commitments to follow through on the action option they_choose. In fact, often 
they are already engaged in processes that would increase self-regulation and initiate 
behavior change (Prochaska, 1991). 
Action involves the overt modification of the problem behavior. The more 
behavioral change processes are most critical at this junction. Action individuals must have 
the skills to use key processes, such as counterconditioning, stimulus control, and 
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contingency management to interrupt habitual patterns of behavior and to adopt more 
productive patterns (Prochaska, 1991). They are aware of the pitfalls that would undermine 
continued effective action whether these are cognitive (abstinence violation beliefs), 
behavioral (apparently irrelevant decisions), or environmental (spouse or peer behaviors) in 
origin (Prochaska, 1991). In addition, action individuals need effective strategies to prevent 
lapses or slips from becoming complete returns to the problem behaviors (relapse) if they are 
to progress to successfully maintained cessation. For addictive behaviors a time frame of six 
( 6) months for the action stage appears to have received the greatest support from both 
maintenance and relapse literature (Prochaska and DiClemente, 1985). 
Maintenance is the final stage in the process of change. Sustaining behavior change 
is significant and difficult. Even after 6 months of action the prior problematic behavior is 
not completely extinguished and the new adaptive behavior not yet firmly established. This 
is particularly true if the environment is filled with cues that can trigger the problem behavior 
or the new behavior is one that occurs infrequently. In both these cases, maintenance can be 
quite problematic. However, in all cases single trial learning, which results in sustained 
behavior change, is the exception. Relapse is the norm in most behavior change attempts. 
Maintenance requires sustained behavioral change process activity for periods of time from 
6 months up to three or more years after the initial action. 
One of the most dramatic consequences of viewing the process of change from a 
stage perspective involves the cycle of change. Once the stages of change are envisioned in 
a cycle, it is easier to conceptualize any one attempt to modify a problem behavior as part 
of a learning process. In this process, one-trial learning is the exception rather than the rule. 
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A historical longitudinal view of successfully maintained change usually involves several 
failed attempts to modify that behavior or change the problem. Therefore, our perspective 
should be broadened beyond the current status or current modification efforts of the 
individual, a cyclical rather than a linear conceptualization of the process of change is more 
in keeping with the actual phenomena of change. The stages are best understood utilizing 
both a linear and a cyclical perspective. Successful change often requires repeated recycling 
through the stages of change. 
Prochaska ( 1985) has speculated that there may be a termination phase that ends the 
cycle of change. This phase would represent some closure to the process of change in that 
the behavior is either firmly established or extinguished and that further time and energy are 
not needed to sustain this behavior change. This occurs only after extensive time in the 
maintenance stage and may only be relevant for certain behaviors. However, once an 
individual has successfully replaced the problem behavior or integrated an adaptive behavior 
into his or her lifestyle, termination from the cycle appears feasible. 
Measuring the Stage of Change 
There is no single method or measure that has been used exclusively to assess the 
stages of change. In fact, several different measures have been used successfully to isolate 
stages. The use of multiple measures actually lends support for the model in that it does not 
confine the construct with a single measurement technique. Critical elements for accurate 
assessment of stage status would be the attitudes, intentions, and behaviors specific to each 
stage and each target problem behavior. Methods that help to distinguish among subjects 
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along these dimensions should enable clinicians and researchers to identify an individual's 
stage status. 
Categorical Classification 
In Prochaska and DiClemente (1985) smoking cessation studies, a categorical 
classification system based on a series of questions is generally used. The critical questions 
used in this study are in Table 1. The algorithm that is used to classify stages utilizes the 
responses to these questions in the following manner. 
1. Precontemplation stage individuals are those who respond that they are 
currently smoking and are not seriously considering quitting in the next six months. 
2. Contemplation stage individuals are also currently smoking but are seriously 
considering quitting in the next six months. 
3. Preparation stage individuals are those who are currently smoking, are 
planning to quit in the next 30 days, and finally, have made a 24-hour quit attempt in the past 
year. Individuals who are intending to quit but do not meet all of these criteria are considered 
Contemplators. 
4. Action subjects are those who are not currently smoking and have quit within 
the past six months. 
5. Maintenance subjects are those who are not currently smoking and have quit 
for more than six months. 
Table 1.0: 
Key Questions for Measuring the Stages of Change for Smoking Cessation 
1. Are you currently smoking? 1 =Yes 2 =No 
2. Are you seriously considering quitting within the next 6 months? 
1 =Yes 2 =No 
3. Are you planning to quit in the next 30 days? 1 =Yes 2 =No 
4. Have you quit smoking for a period of at least 24 hours in the past year? 
1 =Yes 2 =No 
5. How long have you been off cigarettes?_/ __ I_ (day/month/year) 
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This categorical system has produced groups of subjects classified by stage that 
demonstrates all the characteristics provided in the previous stage descriptions (Prochaska 
and DiClemente, 1984). 
This categorical classification system has proved quite robust and replicable across 
studies. Several studies have used similar but slightly different questions to develop stage 
classifications (Pallonen, Murray, Schmid, Pirie and Luepker, 1990; Ershoff, Mullen and 
Quinn, 1988) with apparent success. The stages phenomena appear quite distinctive and able 
to be captured by similar classification systems. 
Summary 
Smoking remains the number one preventable cause of death and morbidity in this 
country. It is responsible for about 400,000 deaths per year. It cost about 57 billion dollars 
in health care expenses and another 42 billion in lost productivity among smokers. Smoking 
affects almost every organ system in the body of both smokers and nonsmokers around them. 
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It causes cancer, lung disease and strokes. Smokers and exposed non-smokers are also at risk 
for heart disease, circulatory, obstetrical, gastrointestinal, genitourinary problems. Smoking 
cessation on the other hand produces immediate and long-term benefits for the smoker and 
the non-smokers who are around them 
Smokers use health care services about 3 to 4 times per year more than nonsmokers. 
These facilities are staffed mostly by nurses. Nurses then have an excellent opportunity to 
help patients quit smoking. Most nurses feel they have the responsibility to help patients quit 
smoking, however, very few nurses actually do. The reasons cited were lack of training, time, 
the perception that patients are not interested, and that their interventions do not make a 
difference. 
The stages of change model provides an excellent theoretical framework for helping 
patients quit smoking. It categorizes smokers into stages with specific interventions that 
nurses can use. In conclusion, hospitalization provides nurses an excellent opportunity to 
help patients quit smoking. The nurses, however, do not take advantage of this opportunity. 
Their reasons for lack of intervention can potentially be helped by using the stages-of-change 
model for smoking cessation. With appropriate interventions and a large number of nurses 




This chapter contains a description of the study's focus, training description, 
dependent variables, sample, measurement instruments, experiment procedure, hypotheses 
and statistical procedures to be used in analyzing the results. 
I. Focus of the Study: 
This study will focus on the effects of Stages of Change Based Smoking Cessation 
Counseling Training developed by the investigator on nursing practice and patient outcomes. 
The training is designed to help nurses identify, assess and treat nicotine dependence in their 
patient setting. 
II. A. Training Description (Appendix 1). 
The Stages of Change Based Smoking Cessation Counseling Training for Nurses 
in the Inpatient Setting 
The Stages of Change Model based smoking cessation training is a smoking 
cessation intervention by staff nurses in an in-patient setting. The goal of the training is to 
systematically identify, assess, and treat smokers in the inpatient setting using the Stages of 
Change Model. The training involves staff nurses asking, advising, assessing and treating 
smokers while they are hospitalized. 
The Stages of Change Model provides a sound theoretical framework to help health 
care professionals address smoking in various health care settings. It describes change as a 
continuous process of five stages of readiness. These stages are: precontemplation, 
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contemplation, preparation, action and maintenance (Prochaska and DiClemente, 1991) 
Precontemplation is the stage where people enjoy their smoking and are not 
considering cessation in the next six months. They generally reject any new information 
about smoking. They are characterized by denial, defiance, rationalization and/or ignorance. 
Contemplation is the stage when people are starting to weigh pros and cons of smoking 
cessation. Contemplators are ambivalent. They are willing to hear new information. Their 
ambivalence is usually secondary to fear of failure , fear of consequences of smoking. They 
are thinking of the possibility of quitting within the next six months. Preparation stage is 
smokers who are ready to take action to quit. They are usually ready to set a quit date within 
one month. They have resolved their ambivalence. They are ready to hear advice and 
information. They are afraid to fail. Ex-smokers in the action stage have been abstinent 24 
hours to six months. Ex-smokers who have quit for more than six months are in the 
maintenance stage (Prochaska and DiClemente, 1991). 
The model measures success on a micro level where smoking cessation is not the 
only positive outcome. Movement from earlier to later stages is seen as progress and each 
advance moves the smoker closer to long term abstinence. Based on this model, smokers 
in each stage of change require tailored interventions to help them move further along the 
smoking cessation continuum. Most traditional smoking interventions are designed for 
those who are ready to stop smoking. This is not helpful to smokers in earlier stages 
(Prochaska, 1991 ). 
The training focused on the " 4 A's" as recommended by the National Cancer 
Institute (NCI) and Prochaska (1991). The training also informs the staff nurses of the patient 
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education materials and the nicotine dependence service as available resources. The content 
of the training was made flexible so that it can be used as a live in-service session as well as 
a home study in-service. 
B. Content Description 
This section describes the identification, assessment, and treatment of patients who 
smoke. It also includes a discussion of how this process will be documented on the patients' 
charts. The resources available for the nurses are also described. 
Identification of Patients and Documentation 
Nurses on admission will ask patients regarding tobacco use status. The nurse 
documents this on the nursing admission form. 
Assessment, Treatment and Documentation 
If the patient smokes, the nurse will then assess the patient's stage in the smoking 
cessation continuum by asking when they want to quit. Patients who do not want to quit are 
precontemplators. Those who are considering quitting in the next six months are 
contemplators. Patients who want to quit in one month or less are in the preparation stage. 
Precontemplators are patients who are unwilling or discouraged when it comes to quitting 
smoking. They engage in little change process activity and can be rather defensive about 
smoking. Precontemplators are not convinced that the negative aspects of smoking outweigh 
the positive. They may have fewer negatives consequences related to smoking or believe 
that their smoking is well controlled and under self-regulation. Whatever the reason, they 
are not considering changing in the foreseeable future and would be least responsive to 
interventions focused on quitting smoking. Contemplators are actively considering the 
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prospects of change. Contemplators engage in information seeking and begin to re-evaluate 
themselves in light of the particular target behavior. Smoking contemplators are more upset 
about their smoking then precontemplators. In addition, they tend to evaluate the losses and 
rewards that successful change would bring. However, they are not prepared to take action 
at present. They are evaluating options. These individuals would have to make a firm 
decision to take action and engage in preliminary action to move to the next stage. 
Preparation stage indicates a readiness to change that encompasses both attitude and 
behavior. Individuals in the preparation stage are intending to change in the near future and 
have learned valuable lessons from past change attempts and failures. They are on the verge 
of taking action and need to set goals and priorities accordingly. 
Once diagnosed with the three categories, the nurse will be taught to treat them in the 
following manner: for precontemplators, the nurse advises in a clear and personalized 
manner. She/he relates the advantages of quitting to the patient's admitting diagnosis. She 
will try to introduce ambivalence by asking questions such as "Is there any way at all in 
which you will be better off if you quit smoking?" The nurse will then give the patient a 
teaching handout designed specifically for precontemplators. For contemplators, the main 
task is to resolve ambivalence. The nurse will need to advise in a clear and personalized 
manner. The nurse will be taught to resolve ambivalence by helping the patient weigh the 
pros and cons of quitting and continuing to smoke. The nurse will then give them a patient 
teaching handout designed specifically for contemplators. Preparation stage indicates a 
readiness to change that encompasses both attitude and behavior. Individuals in the 
preparation stage are intending to change in the near future and have learned valuable lessons 
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from past change attempts and failure. They are in the verge of raking action and need to set 
goals and priorities accordingly. For smokers diagnosed in the preparation stage, the nursing 
intervention will include: advise to quit in a clear and personalized manner, congratulate the 
patient for a good decision, and refer the patient to the Nicotine Dependence Service. 
The stages of change will be diagnosed upon admission through a series of questions 
incorporated on the patient admission history form. The treatment interventions will be 
documented in the nurses' notes section of the chart. 
The Nicotine Dependence Service (Appendix 2) 
Once the nurses diagnose the patient in the preparation stage, the nurse refers the 
patient to the Nicotine Dependence Service. The smoking cessation specialist's intervention 
is based on the 1996 Smoking Cessation Clinical Practice Guideline from the Agency for 
Health Care Policy and Research (AHCPR). The smokers who enter the program are 
assessed as to their level of motivation, smoking history, self-efficacy, quitting history, 
support systems as well as stress sources. Baseline carbon monoxide testing is done. This 
is a test used to measure carbon monoxide in the patient's system. Once the assessment is 
done, both the patient and the counselor identify a mutual goal. Components of the 
consultation include teaching the patient problem solving skills, management of smoking 
triggers, medications to relieve withdrawal symptoms and stress management. 
Patient Education Materials 
Patient education materials specific to the patient stages will be provided to support 
the staff nurses' interventions. The materials for precontemplators focus on the disadvantages 
and advantages of continuing to smoke. Materials for contemplators provide the patient an 
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opportunity to weigh the pros and cons of quitting. The materials for preparation provide the 
patient steps needed to quit smoking. 
III. Dependent Variables: 
A. Nursing knowledge that is related to smoking cessation is operationally 
defined as the nurse's ability to identify incidence of smoking, effects of smoking, effects 
of smoking cessation, and stages of change in the smoking cessation continuum. This will 
be measured through the Smoking Health Risk Counseling of Patients by Nurses (Appendix 
3). 
B. Counseling skills related to smoking cessation is operationally defined as the 
ability of the nurse to determine how to assist patients to quit smoking, using the 4 A's-Ask, 
Advise, Assess, Assist-as outlined by Prochaska (1991). Another component of the 
counseling skills related to smoking cessation dependent variable is the ability of the nurse 
to select appropriate nursing interventions for the different stages of change once the patient 
is diagnosed at a specific stage. This will be measured through the Smoking Health Risk 
Counseling of Patients by Nurses (Appendix 3). 
C. Frequency of utilization of smoking cessation counseling skills is 
operationally defined as the nurses' self report as to how often they used the 4 A's of Ask, 
Advise, Assess and Assist with their patients. This will be measured through the Smoking 
Health Risk Counseling of Patients by Nurses (Appendix 3). 
D. Number of patients who report being advised by the nurses to quit smoking 
is operationally defined as the patients' self-report of being advised to quit smoking by a 
nurse from the specified hospital through their response to the question, "Has· your nurse 
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advised you to quit smoking?" This is one of the questions in the Stages of Change 
Assessment Scale (Short Form) (Appendix 4). 
E. Patient reports of quitting in 24 hours is operationally defined as the patients 
self report of having no cigarette in 24 hours in the past one month as determined by their 
response to the question, "Have you ever quit smoking for 24 hours in the last month?" This 
is one of the questions in the Stages of Change Assessment Scale (Short Form) (Appendix 
4). 
F. Patient stage of change is operationally defined as the patient's response to 
a series of questions as defined by Prochaska and Di Clemente 1991. If the patient answered 
"no" to the question, "Do you want to quit in 6 months," they are in the precontemplation 
stage. If they answer "yes" to the question but answer "no" to the question whether they want 
to quit in one month, they are in the contemplation stage. If they answer "yes" to the question 
whether they want to quit in one month, they are in the preparation stage. These series of 
questions are in the Stages of Change Assessment Scale (Short Form) (Appendix 4). 
IV. Sample 
A. Setting: 
University Medical Center (UMC) is the most unique hospital in Nevada. A pioneer 
in Nevada medicine, the state's major clinical campus, Nevada's largest provider of 
Medicaid and charity care, a competitor to private enterprise, a progressive health care 
institution on the cutting edge of treatment and technology, and a fiscally responsible 
government entity all describe UMC. The medical center is a 545-bed tertiary medical 
complex that serves as the state's major clinical campus of the University of Nevada School 
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of Medicine. In 1995, nearly 25,000 people were admitted to University Medical Center, 
almost 90,000 patients cared for in the emergency department, and the hospital handled 
almost 454,000 outpatient visits. 
B. Characteristics of Participants: 
1. Nurses: The registered nurse sample consists of non-administrative RNs 
who work in the Medical-Surgical units selected for their patient characteristics. Medical-
Surgical units are patient care wards in medical centers where patients with non-critical 
diseases are admitted. These patient care wards admit patients with diseases that can be 
treated both through operative and non-operative means. Examples of patient admitted for 
non-operative means include diabetics with unstable blood sugar levels and those with 
complications of emphysema. An example of patients who can be treated through operative 
means include those pre and post appendectomy. The non-administrative RNs were chosen 
because they give routine direct patient care. They conduct the initial patient interviews as 
to what medical problems brought them to the institution, history of their illness and other 
pertinent information. These nurses also develop nursing care plans that identify nursing care 
priorities for the patient such as relieving pain, relieving shortness of breath and other 
nursing problems. These nurses also teach patients what to expect at discharge and how to 
manage recovery at home. 
Surveys were distributed to 246 nurses from all five units chosen for this study. The 
overall response was 66%. The nurses who responded included 153 women and 12 men 
ranging in age from 23 to 60 with a mean of 46. Thirty-three RNs (20 %) had a Diploma 
degree, 41 (25%) with an associate degree, and 74 (45%) with a Bachelor of Science in 
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Nursing (BSN). Eighty-seven (87) percent of nurses worked full-time and 13% worked part-
time. The nurses worked in twelve-hour shifts. All shifts were represented: 31 % worked 
nights (7 p.m. to 7 a.m. ), 62% worked days (7 a.m. to 7 p.m. ), and 7% worked a combination 
shift (11 a.m. to 11 p.m.). 
2. Patients: The patient sample (N = 164) represented patients from all five 
medical-surgical units. The sample was composed of two-thirds (N = 106) men and one-third 
(N = 51) women. The age ranged from 36 to 49, with the mean of 42.5. Sixty-five (65) 
percent were white, 35% were black, 4% Hispanics, and 1 % Asian/Pacific Islander. The 
patients were identified as smokers upon admission to the units. Patients smoked an average 
of 1 7 cigarettes per day with a range of 14 to 20. 
Limitations of the Study 
Foremost and paramount the findings of this study should be considered preliminary 
and more descriptive than predictive. Limited generalizations may be drawn based on 
statistical analyses of the dependent variables, knowledge in smoking cessation, counseling 
skills in smoking cessation, utilization of counseling skills, report of being advised to quit 
smoking by patients, patient 24 quitting reports, changes in the stages of change smoking 
cessation continuum. However, with so little research analyzing the above dependent 
variables, caution was exercised. Further studies should be conducted to closely look at the 
above variables using random sampling and multi-center trials. Lack of control over patients 
personal circumstances such as major diseases, deaths of family members related to smoking, 
stress, divorce, financial hardships and others is a limitation of this study. All these affect 
patient variables. The measurements used in this study are used only for the second time, 
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more analysis with a larger sample will allow for refinement and more generalized 
utilization. Inability to follow-up patients is a handicap. Most patients either moved or 
telephones were disconnected. Perhaps giving patients incentives will have increased the 
number of patients for the second survey. 
V. Measurement Instruments 
A. Smoking Health Risk Counseling of Patients by Nurses Questionnaire 
(Appendix 3) 
This questionnaire originally developed for psychiatric nurses is in a self-report 
format that contains 40 open and close-ended questions. The questions were designed to 
gather information about nurses' opinions regarding their responsibility to inform patients 
about smoking issues and their current practice related to informing patients of smoking 
health risks. It also contains questions on barriers to providing risk and smoking cessation 
education. It also contains questions that ask whether the nurses had any education in health 
risk counseling and smoking cessation techniques. Developed by Connie Buchanan in a 
study published at the Journal of Psychosocial Nursing in 1994. 
B. Stages of Change Assessment Scale (Short Form) (Appendix 4) 
The transtheoretical Model (Prochaska and Di Clemente, 1983; 1986) of behavior 
change notes an individual's readiness to change a behavioral pattern by placing the 
individual in one of five possible stages of change: Precontemplation, Contemplation, 
Preparation, Action, or Maintenance. After stage identification an appropriate intervention 
is applied to provide an impetus to move the individual further along in the change process. 
The short form was developed based on four well-established published inventories 
that have been employed as the basis for appropriate individual interventions. These 
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measures are the forty-item Processes of Change Inventory (Prochaska, V elicer, Di Clemente 
and Fava, 1988), the twenty-item Decisional Balance Inventory (V elicer, Di Clemente, 
Prochaska, and Brandenburg, 1985), the twenty-item Situational Self-Efficacy Inventory 
(DiClemente, Prochaska and Gibertine, 1985; Velicer, DiClemente, Rossi and Prochaska, 
1990), and the twenty-item Situational Temptation Inventory (DiClemente, Prochaska and 
Gilvertini, 1985; Velicer, DiClemente, Rosi, and Prochaska, 1990). These four measures, 
containing eighteen subscales, have been successfully applied across a wide range of 
behavioral change situations. The scales have been used to impact upon both addictive (e.g., 
smoking and alcohol) and general health (e.g., psychological distress and exercise) 
behaviors. The length (100 total items) of these measures has limited the application of the 
Stages of Change Model. The short form is considered appropriate in situations requiring 
a briefer assessment. Such situations might include: (1) a brief telephone survey, where 
respondents would be willing to answer a limited number of questions in the interactive 
exchange, and (2) a screening process, where initially brief responses lead to a branching 
process and/or other more detailed inquiries. Another implicit advantage of using these short 
forms involves the potential to gather additional alternative information with the saved 
administrative time. And lastly, the resistance of certain subject populations to providing 
information may be reduced by use of a brief measure. 
VI. Procedure 
Five inpatient units will be selected based on patient characteristics at the University 
Medical Center with the assistance of Nursing Administration and Staff Development. These 
medical/surgical units will average 26 patients as their daily census. After an explanation of 
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the purpose of the study to the nurses and patients, consents will be obtained. All nurse 
participants will be asked to respond to the Smoking and Health Risk Counseling of Patients 
by Nurses Questionnaire to provide baseline information on their knowledge skills and 
practice of nurses specific to smoking cessation. This will be used as the control group. Once 
baseline information is obtained, one group will be trained on the use of the Stages of 
Change Based Smoking Cessation Counseling Training for inpatient nurses. The training 
will consist of a half-hour lecture/discussion on the identification, assessment, diagnosis, 
treatment and evaluation of nicotine dependence as well as the resources available such as 
the patient education materials and the Nicotine Dependence Service. The training will take 
about two weeks. The other group of nurses will be given a home-study packet covering the 
same content as the actual in-service. The home-study packet will contain information on 
patient education materials available and the Nicotine Dependence Service. The home-study 
packets will be given to the nurses to keep. 
One month after the intervention, all participants will be asked to respond to the 
Smoking Health Risk Counseling of Patients by Nurses Questionnaire. This data will be 
compared to the baseline. 
One month after the training, patients in all five units who smoked will be 
interviewed to assess patient impact using Stages of Change Assessment Scale. These same 




I. There is no significant difference in knowledge related to smoking cessation 
among the three groups of nurses. 
II. There is no significant difference in counseling skills related to smoking 
cessation among the three nurses groups. 
III. There is no significant difference in the frequency of nursing counseling 
related to smoking cessation among the three groups of nurses. 
IV. There is no significant difference in the number of patients who report being 
advised among the three groups of nurses. 
V. There is no significant difference in the number of patients who report 
quitting for 24 hours among the three groups of nurses. 
VI. There is no significant change in patients stage of change in smoking among 
the patients of the three groups of nurses. 
VII. Statistical Procedures: 
The null hypotheses will be tested using three statistical procedures. Three non-
parametric procedures will be used. Kruskal-Wallis is an equivalent test to the one-way 
ANOVA (Bailey, 1991). Like other non-parametric tests, this test is based on rankings of 
scores on the dependent measure in which all subjects are put in one group during the 
ranking procedure. After ranking, these scores are put back into their original treatment 
groups for the Kruskal-Wallis test. Kruskal-Wallis (Nonparametric One-Way Analysis of 
Variance) will be used to test hypotheses I, II, and III. When the results of K-W test suggest 
that there are significant differences among the several groups, a multiple comparison 
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procedure (analogue of the Bonferroni pairwise comparison procedure for Kruskal-Wallis) 
is used to determine which pairs of groups differed significantly. Multiple comparison is 
performed to study the difference of a response variable of any of the two nurse groups in 
the Kruskal-Wallis test. Chi-square will be used to test hypothesis IV. McNemar's 
Procedure will be used to test hypotheses V and VI to determine whether a significant change 
has occurred along the diagonal of the contingency table. McNemar's Procedure is a Chi-
square test based on the binomial distribution to address cell counts representing pairs 
instead of individuals. In this test, only the off-diagonal elements are important in 
determining whether there is a difference in these proportions. The test is approximately 




The purpose of this study was to examine the effects of a Stages of Change Model 
based smoking cessation counseling training on nursing practice and patient care in a 
hospital setting. Nurses are the largest group of health professionals working with all ages 
in a wide variety of clinical and community settings. They have a tremendous potential to 
reduce smoking and smoking related diseases. Seventy (70) percent of smokers visit health 
care facilities three or four times a year. Nurses are almost always present in these health care 
facilities. Nurses at these health care facilities have a great window of opportunity to deliver 
stop smoking messages at the time of patient encounter. Despite this opportunity Stanislaw 
and Wewers (1994) noted the scarcity of studies related to the design, delivery and 
evaluation of nursing interventions related to smoking. Data on the efficacy of utilizing staff 
nurses as resources for smoking cessation are rare. 
Five medical-surgical units were chosen at medical center designated as a teaching 
institution with the help of the nursing administration. An initial survey of nursing practices 
that related to smoking cessation was conducted using a 40-question survey. The units were 
randomly assigned to two different training methods, either in-service or home study. The 
dependent variables examined were (1) knowledge related smoking cessation, (2) smoking 
cessation counseling skills, (3) frequency of utilization of smoking cessation counseling 
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skills, ( 4) patient report of advice, (5) patient report of quitting for twenty-four hours, and 
(6) changes in smoking cessation stage based on the work of Prochaska and DiClemente 
(1991). The null hypotheses were tested using four statistical procedures, namely, Kruskal-
Wallis, multiple comparison, Chi-square and the McNemar Procedure. Like other non-
parametric tests, the Kruskal-Wallis test is based on rankings of scores on the dependent 
measure, where all subjects are put in one group during the ranking procedure. After ranking 
the scores, these scores are put back into their original treatment groups for the Kruskal-
Wallis test. Kruskal-Wallis (Nonparametric One-Way Analysis of Variance) was used to test 
hypotheses I, II, and III. When the result of the Kruskal-Wallis test suggested that there were 
significant differences among several groups, multiple-comparisons procedure (analogue of 
the Bonferroni pairwise comparison procedure for Kruskal-Wallis) was used to determine 
which pairs of groups differed significantly. Multiple comparisons were performed to study 
the difference of a response variable of any of the two nurse groups in the Kruskal-Wallis 
test. The Chi-square procedure was used to test hypothesis IV. McNemar's Procedure is a 
Chi-square test based on the binomial distribution to address cell counts representing pairs 
instead of individuals. In this test only the off diagonal elements are important in determining 
whether there is a difference in these proportions. The test is approximately Chi-square with 
one degree of freedom. McNemar's Procedure was used to test hypotheses V and VI to 
determine whether a significant change has occurred along the diagonal of the contingency 
table. This chapter reports the findings of this study. 
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Hypothesis I 
Hypothesis I states that there is no significant difference in knowledge related to 
smoking cessation among the three groups of nurses. There were a total of 165 nurses who 
responded to the questions on knowledge related to smoking cessation counseling. Based on 
the descriptive statistics (see Table 2.1 ), the mean for the total population was 12.16 with a 
standard deviation of2.74. For the control group, there were 87 nurses in this group. Their 
mean score on the questions on knowledge relating to smoking cessation was 11.63. The 
standard deviation was 2.92. For the home study group, there were 23 nurses in this group. 
Their mean score on the questions related to smoking cessation was 12.83. The standard 
deviation was 2.72. There were 55 nurses in the in-service group. Their mean score was 
12.73 with a 2.29 standard deviation. The lowest average was 11.63 (N = 87, SD= 2.92) for 
the control group and the highest was 12.83 with N = 23 and SD= 2.72 for the home study 
group. Consistently, the control group had the lowest average on knowledge related to 
smoking cessation-counseling questions. 
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Table 2.1: 
Summary Descriptive Statistics of the Knowledge Related to Smoking 
Cessation Based on 165 StaffNurses Response to Self-Report Questionnaire between 
January to April 1997 at the University Medical Center. 
KNOWLEDGE 
N MEAN SD 
All 165 12.16 2.74 
Control Groupt 87 11.63 2.92 
Experimental Home Study Groupt 23 12.83 2.72 
Experimental In Service Group§ 55 12.73 2.29 
tControl group = no training during the study period 
tExperimental Home Study group = received self-study package to keep during the study period. 
§Experimental In-Service Group= received half-hour lecture/group discussion during the study period. 
Using the Kruskal-Willis, the p value of K-W for knowledge related to smoking 
cessation was .0365 (with N = 165, K-W test statistics= 6.62 approximately a Chi-square 
distribution with 2 degrees of freedom). The test indicated that at least two types of nurse 
groups significantly differed with respect to the probability distributions of knowledge 
related to smoking cessation. In brief, the data provided sufficient evidence to indicate that 
at least one of the nurse groups tended to have more knowledge related to smoking cessation 
than the others. 
To determine that the pairs of nurse groups were significantly different in the 
knowledge related to smoking cessation variable, multiple comparisons at .05 overall alpha 




Z Statistics for K-W and Multiple Comparisons on the Knowledge Related to 
Smoking Cessation Based on 165 StaffNurses Responses to a Self-Report Questionnaire 
between January to April 1997 at University Medical Center 
N KNOWLEDGE 
Z STATISTIC 
Controlt VS Home Studyt 23 1.51 
Controlt VS In-service§ 55 2.43** 
Home Study/In-service 88 .26 
tControl group = no training during the study period 
tHome Study = received self-study packet during the study period 
§In-Service = received half-hour lecture/group discussion during the study period 
With three groups, the critical Z values are: 2.39 for overall alpha .05** 
The significant result of the multiple comparisons indicates that there was a 
significant difference in knowledge related to smoking cessation among the three groups of 
nurses. Based on the critical Z values, Hypothesis I, which hypothesizes that there is no 
significant difference in knowledge related to smoking cessation among the three groups of 
nurses, was rejected at the .05 alpha level of significance. 
Hypothesis II 
Hypothesis II states that there is no significant difference in smoking cessation-
counseling skills among the three groups of nurses. One hundred sixty-two nurses responded 
to questions related to smoking cessation-counseling skills among the three groups of nurses. 
Their mean score was 12.33. The standard deviation was 4.03. The control group had a total 
of 84 nurses with a mean score of 11.06. The standard deviation was 4.64. There were a total 
of 23 nurses in the home-study group. The mean score to the questions on smoking 
cessation-counseling skills was 12.91 with a standard deviation of 3.48. The in-service group 
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had 55 nurses with a mean score of 14.04 with a standard deviation of2.19. The consistent 
trend showed that the control group had the lowest average among all three questions. 
Table 3.1: 
Descriptive Statistics of Nurses Smoking Cessation Counseling Skills Based 
On 165 StaffNurses Response to a Self-Report Questionnaire 
COUNSELING SKILLS 
GROUP N MEAN SD 
All 162 12.33 4.03 
Control Groupt 84 11.06 4.64 
Experimental Home-Study Group* 23 12.91 3.48 
Experimental In-service Group§ 55 14.04 2.19 
tControl group = no training during the study period 
*Home Study = received self-study packet during the study period 
§In-service = received half-hour lecture/group discussion during the study period 
The p value ofK-W for smoking cessation counseling skills was .0006 (with n = 162, 
K-W test statistic = 14.85, approximately a Chi-square with 2 degrees of freedom 
respectively). It indicates that at least two types of nurse group differed with respect to the 
probability distributions of smoking cessation counseling skills variable. The test also shows 
that at least two types of nurse groups significantly differed with respect to the measurements 
of smoking cessation-counseling skills. In brief, the data provided sufficient evidence to 
indicate that at least one of the nurse groups tended to possess more smoking cessation 
counseling skills then the others. 
Multiple comparisons at .05 overall alpha level were conducted to determine that the 
pairs of nurse groups were significantly different in smoking cessation counseling skills (see 
Table 3.2). The overall testing (p Value) is .0006. The comparison between home study and 
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the control group resulted in a Z value of 1.74. The comparison between the control group 
and the in-service group yielded a Z value of3.80. The comparison between home study and 
in-service groups yielded a Z value of 1.00. 
Table 3.2: 
Z Statistics for Kruskal-Wallis (Nonparametric One-Way Analysis of Variance) 
and Multiple Comparisons on Smoking Cessation Counseling Skills of 162 
Staff Nurses from January to April 1997 at the University Medical Center. 
n COUNSELING SKILLS 
Z STATISTIC 
Control Groupt VS Home Studyt 23 1.74 
Control Groupt VS In-service§ 55 3.80** 
Home-Studytlln-service§ 88 1.00 
tControl group = no training during the study period 
tHome Study = received self-study packet during the study period 
§In-service = received half-hour lecture/group discussion during the study period 
With the three groups, the critical Z values: 2.39 for overall alpha of .05 (**). 
Based on this data, null hypothesis II for counseling skills, which states that there is 
no significant difference in smoking cessation counseling skills among the three groups of 
nurses, was rejected by the K-W rank test at the .05 level of significance. 
Hypothesis III 
Hypotheses III states that there is no significant difference in the frequency of 
utilization of nurse counseling skills related to smoking cessation among three groups of 
nurses. There were a total of 162 nurses who responded to the Smoking Health Risk 
Counseling of Med/Surg Patients by Nurses Survey in all groups. The mean score for the 
questions on asking what percentage of their patients do they ask if they are a smoker or not 
was .88 with a standard deviation of .25. On the question, what percentage of their patients 
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do they assess stage of change according to Prochaska and Di Clemente's Stages of Change 
in the Smoking Cessation Continuum, there were a total of 152 responses . The mean for all 
the groups was .40 with a standard deviation of .39. On the question asking what percentage 
of their patients do they assist in quitting smoking there was an n = 156 with the mean of .27 
with a standard deviation of .37. The question on what percentage of their patients do they 
advise to quit smoking, there was an n = 163 with a mean of .56 with a standard deviation 
of.31. 
For the control group, on the question what percentage of their patients do they ask 
if they smoke or not n = 85; mean score of .85 with a standard deviation of .29. For the 
question on what percent of their patients do they assess the stage of change, n = 75 with a 
mean of .20 with a standard deviation of 31. On the question what percentage of their 
patients do they assist in quitting smoking n = 83, mean = .15. For the question on what 
percent of their patients do they advise to quit smoking, n = 86; mean= .50 with a standard 
deviation of .32. 
For the home study, on what percentage of their patients do they ask if they are a 
smoker n = 23 mean was .99 with a standard deviation of .03. For the question, what 
percentage of the patients do they assess the stage of change n = 23; mean .48 with a 
standard deviation of .41. For the question on what percent of their patients do they assist in 
quitting smoking n = 21; mean= .27 with a standard deviation of .38. For the question on 
what percentage of their patients do they advise to quit smoking n = 23; mean= .58 with a 
standard deviation of .30. 
For the in-service group, the question on what percentage of their patients do they 
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ask smoke or not, n = 54; mean was .88 with a standard deviation of .24. On the question 
on what percentage of their patients do they advise to quit smoking, n = 54; mean= 63 with 
a standard deviation of .28. For the question on what percentage of their patients do they 
assess stage of change n = 54; mean was .63 with a standard deviation of .35. For the 
question on what percentage of their patients do they assist in quitting smoking, n = 52 with 
a mean of .47 and a standard deviation of .39. 
The summary of descriptive statistics of four questions on the frequency of 
counseling patients regarding smoking cessation is shown in Table 4.1. The consistent trend 
showed that the control group had the lowest average among all four questions. Only on 
questions that assesses the proportion of patients are asked if they smoke or not did the home 
study group had the highest average. In the questions assessing the frequency of using 
advice, assessment and assisting, the in-service group had the highest average percentage. 
Table 4.1: 
Summary Descriptive Statistics of Utilization of Counseling Skills Related to 
Smoking Cessation Based on 165 Staff Nurses Response to a Self-report Questionnaire 
ASK ASSESS ASSIST ADVISE 
n Mean STD N Mean STD n Mean STD n Mean STD 
All 162 .88 .25 152 .4 .39 156 .27 .37 163 .56 .31 
GROUP 
0: Controlt 85 .85 .29 75 .2 .31 83 .15 .3 86 .5 .32 
1: Home Study:f: 23 .99 .03 23 .48 .41 21 .27 .38 23 .58 .3 
2: In-service§ 54 .88 .24 54 .63 .35 52 .47 .39 54 .63 .28 
tControl group = no training during the study period 
:j:Home Study = received self-study packet during the study period 
§In-service = received half-hour lecture/group discussion during the study period 
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Using Kruskal-Wallis and multiple-comparisons method, on the question assessing 
if nurses ask patients if they smoke or not, the lowest average percentage was in the control 
group at 85% (n = 85, S = 29%) while the highest average percentage was in the home study 
group at 99% (n = 23, S = 3%). 
In the question assessing the frequency of ADVISE, ASSESS and ASSIST 
interventions, the lowest average percentage was in the control group at 20% in the 
assessment question with n = 75, S = 31 %; at 15% in the assisting question with n = 83, S 
= 30%, and at 50% in the advising question with n = 86, S = 32%. The highest average 
percentage was in the in-service group at 63% in the assessment question, n = 54, S = 35%; 
47 % in the assisting question, n = 52, S = 39%, and 63% in advising question, n = 54, S = 
28%. 
The p values of K-W for all four questions assessing counseling frequency were 
.0584 (n = 162, K-W test statistic= 5.68 approximately a Chi-square with 2 degrees of 
freedom) for ASK; <.001 (n = 152, K-W test statistic= 44.92 approximately a Chi-square 
with 2 degrees of freedom) for ASSESS; <.001 (n = 163, K-W test statistic = 38.35 
approximately a Chi-square with 2 degrees of freedom) for ASSIST; .0575 (n = 163, K-W 
= 5.71 approximately a Chi-square with 2 degrees of freedom) for ADVISE. The Z values 
for the home study group for all four questions ranged from . 98 to 3 .13. The Z values for the 
in-service group for all four questions ranged from .15 to 6.58. The Z values for the Home-
Study/In-service Group on all four questions ranged from .73 to 3.02. It indicated that at least 
two nurse groups differed with respect to the probability distribution of a response variable. 
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Multiple comparisons at .05 overall alpha level were conducted to study the 
difference of a response variable of any of two nurse groups after finding a significant 
difference in the probability distribution of a response variable. Multiple comparisons 
summary is indicated on Table 4.2. In the assessment of patient's question, there were 
significant differences in the comparison of the control group versus the in-service group and 
the control group versus the home-study group. In the assisting patient's question, there was 
significant difference in the comparison of the control group versus the in-service and home 
study group versus the in-service group. Multiple comparisons showed that the in-service 
group had the highest performance result among the nurse groups. 
Table 4.2: 
Critical Z Values for Multiple Comparisons of Utilization of Counseling Skills 
Related to Smoking Cessation by 165 Staff Nurses from January to April 1997 
at University Medical Center. 
N ASK ASSESS ASSIST ADVISE 
Overall Testing (p Value) .0584 .001 .001 .0575 
Control groupt VS Home-Study (Z) 23 2.32 3.13** 1.28 .98 
Control group VS In-service:j: (Z) 55 .15 6.58** 6.18** 2.37 
Home Study§ VS In-service (Z) 88 2.08 1.72 3.02** .73 
tControl group = no training during the study period 
:j:Home study group = received a self study package during the study period 
§n-service group = received a half-hour lecture/group discussion during the study period. 
With the three groups, the critical Z values are: 2.39 for overall alpha of .05** 
The significant result of the multiple comparisons indicates that significant 
differences exist in the frequency of utilization of counseling skills related to smoking 
cessation among the three different nurse groups. Based on our data, null hypothesis III 
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which states that there is no significant difference in the frequency of utilization of nurse 
counseling skills among the three groups of nurses was rejected at a .05 level of significance 
for only the ASSESS and ASSIST counseling skills. 
Hypothesis IV 
Hypothesis IV states that there is no significant difference in the percentage of 
patients who report being advised to quit smoking among the three groups of nurses. There 
were a total of 163 patients surveyed using Prochaska' s Stages of Change Assessment Scale 
(Short Form) at the bedside from all five medical-surgical units: 53 patients from the control 
group, 50 from the home study group and 60 from the in-service group. For the control 
group, n = 53, 9 patients (17%) reported being advised to quit smoking. For the home-study 
group, 14 (28%) patients were advised to quit smoking and 24 patients ( 40%) were advised 
to quit smoking. These descriptive statistics are shown on Table 5.1. Chi-square test was 
used to study if the above sample percentages were significant or not. Chi-square test showed 
a significant difference between the percentage of patients who reported being advised 
among the three nurse groups with the p value of .026 (n = 163, Chi-square test statistic= 
7.29 with 2 degrees of freedom). 
Table 5.1: 
Percentage of Patients Who Report Being Advised to Quit Smoking 
by the Three Different Groups of Nurses at University Medical Center 
from January to April 1997 
GROUP N NOT ADVISED ADVISED 
Control 53 44 (83%) 9 (17%) 
Home Study 50 36 (72%) 14 (28%) 
In-Service 60 36 (60%) 24 (40%) 
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The significant findings of the percentage of patients who report being advised to 
quit smoking variable in the Chi-square test indicated that there is a significant difference in 
the percentage of patients being advised to quit smoking among the three groups of nurses 
·in the study. Based on our data, null hypothesis IV which states that there is no significant 
difference in the percentage of patients who report being advised to quit smoking among the 
three groups of nurses was rejected by the Chi-square test at the .05 level of significance. 
Hypothesis V 
Hypothesis V states that there is no significant difference in the percentage of 
patients who report quitting for 24 hours among patients of the three nurse groups. One 
month after being advised to quit smoking by the nurses, while hospitalized, patients were 
surveyed via telephone calls at an average of five attempts. Ten patients from the control 
group were reached, 10 patients from the home study group and 30 patients for the in-service 
group were reached. Due to lack of sample size, data could not be analyzed. However, it was 
found that the among 30 patients advised by the in-service group during hospitalization, 17 
(57%) reported not quitting smoking in 24 hours and 13 (43%) tried quitting in 24 hours. 
After one month, of these same 30 patients, there were 8 (27%) reported not quitting 
smoking and 22 (73%) reported trying to quit smoking in 24 hours. 
Table 6.1: 
Percentage of Patients Reports of Quitting for 24 Hours 
After Being Advised by the In-service Group After One Month 
REPORTS OF QUITTING IN 24 HOURS 
QUITTING NOT QUITTING 
(%) (%) 
IN-HOSPITAL 13 17 
(43%) (57%) 
THIRTY DAYS AFTER 22 8 





Using McNemar's test, a test used when variables are bivariate and the measurements 
are in counting frequency, a significant increase was found in patients quitting in 24 hours 
from 43% to 73% based on the two surveys one month apart. Due to lack of responses from 
patients in the control and home study groups, null hypothesis V, which states that there is 
no significant difference in the percentage, patients who report quitting for 24 hours among 
the three nurse groups was not rejected. 
Hypothesis VI 
There is no significant change in patients' stage of change in the smoking cessation 
continuum among patients, one month after being advised to stop smoking by the three nurse 
groups while hospitalized. One month after the nurses training, their patients who smoked 
were personally interviewed by the investigator using Prochaska' s Stages of Change 
Assessment Scale (Short Form). One month after being advised to quit smoking, patients 
were surveyed via telephone using the same assessment scale. There were at least five 
attempts to reach these patients. Ten patients from the control group were reached. Ten 
patients from the home-study group were reached. Thirty patients were reached from the in-
service group. In looking at change in smoking cessation stage among 30 patients advised 
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by the in-service group, initially 18 (60%) were precontemplators (patients who do not want 
to quit smoking), 3 (10%) contemplators (smokers who are thinking of quitting smoking), 
and 9 (30%) patients in the preparation stage (patients who are ready to take action to quit 
smoking). One month after, there were 13 (43%) precontemplators (patients who do not 
want to quit smoking); 8 (27%) contemplators (patients who are thinking of quitting 
smoking) and 9 (30%) patients in the preparation stage (patients who are ready to take action 
to quit smoking). 
In spite of no significant change, Table 7.1 is given to allow us to study the stage 
shifts including positive shift and negative shift. Table 7.1 indicates 9 patients who pro-
gressed from their previous stage, 5 patients who moved from precontemplation (not wanting 
to quit smoking) to contemplation (thinking about quitting smoking), 3 patients who moved 
from precontemplation (not wanting to quit smoking) to preparation (ready to take action 
to quit smoking), and 1 patient who moved from contemplation (thinking about quitting) to 
preparation (ready to take action to quit smoking). There were 4 patients who regressed: 3 
patients who moved from preparation (ready to take action to quit smoking) back to 
precontemplators (not wanting to quit smoking) and 1 patient who moved from preparation 
(ready to take action to quit smoking) to contemplation (thinking about quitting smoking). 
Overall, the number ofprecontemplators was reduced from 60% to 43%. 
Table 7.1: 
Percentages of Patients in Various Smoking Cessation Stages 







tPrecontemplators =not thinking of quitting in six months 
tContemplators = thinking of quitting in six months 
















Hypothesis VI states that there is no significant change in patients' stage of change 
in the smoking cessation continuum among patients one month after being advised to quit 
smoking while hospitalized. This hypothesis was not rejected due to lack of sample size from 
the control and the home study groups. 
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CHAPTERV 
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 
Hospitalization provides an opportunity to counsel patients to stop smoking. The 
integration of a Stages of Change Model based smoking cessation counseling in routine 
patient care can reach a large number of patients. Training the largest group of health care 
professionals in the hospital, the staff nurses, to integrate smoking cessation in their daily 
practice provides a great, untapped resource in smoking cessation. The training used in this 
study focused on the 4 A's: Ask, Advise, Assess and Assist, based on Prochaska and 
Di Clemente's Stages of Change Model. Staff nurses were also informed that stage-specific 
patient teaching materials and a nicotine dependence service are available as resources. The 
purpose of this study is to assess the impact of the training on nursing practice and patient 
care. Three groups were compared: nurses without training (control), home study group and 
the in-service group. 
Chapter V contains the discussion of the findings of this study. Summaries on all null 
hypotheses are presented. The implications of rejecting or not rejecting the null hypotheses 
are discussed. Conclusions are drawn from the data analysis of the following dependent 
variables: knowledge related to smoking cessation, counseling skills specific to smoking 
cessation, utilization of counseling skills, number/percentage of patients reporting being 
advised to quit smoking, number/percentage of patients who report quitting in 24 hours, and 
change in smoking cessation stage based on the Stages of Change Model by Prochaska and 
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DiClemente. Limitations of the study are identified and presented for consideration. 
Recommendations for further research and implications for nursing practice are discussed. 
SUMMARY OF FINDINGS 
Hypothesis I 
Hypothesis I states that there is no significant difference in knowledge related to 
smoking cessation among the three groups of nurses. Through the results of the Kruskal-
Wallis and multiple comparison statistical analyses, hypothesis I was rejected. This study 
found a significant difference in knowledge related to smoking cessation among the three 
groups but not by a large margin. The lowest average was in the control group (nurses 
without training) which implies that nurses without any further training, are not 
knowledgeable about smoking, its effects on their specific patient population, effects of 
smoking cessation on the patients they care for and the potential impact they can have in 
helping patients quit smoking. This confirms what previous researchers found in previous 
studies by Buchanan (1994) among psychiatric nurses and Entrekin (1992) among oncology 
nurses. Goldstein (1987) reported that lack of knowledge was the number one cause of lack 
of intervention according to a survey done with acute care nurses. Nurses do not have enough 
knowledge about smoking cessation. It was concluded that they do not intervene in smoking 
cessation because their knowledge is limited. 
The highest average in the knowledge related to smoking cessation measure was in 
the home-study group. There are several possible reasons why this might have happened; 
nurses had in their possession the home-study packet to keep, so they had the information 
for a long time. Another reason is that nurses can learn this information without interruptions 
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often encountered in the patient care areas. A big advantage of the home-study method is that 
it is an inexpensive method of disseminating smoking cessation information without 
interrupting the nurse's work schedule. One concern however is to build in an accountability 
system to ensure that the nurses learned the material. Using continuing education units as 
a reward for learning the material can provide an added incentive to the nurses. 
The in-service group which was trained in-house through a 30 minute session also 
shows a higher average in knowledge related to smoking cessation than the control group. 
Thirty-minute in-service sessions are ideal for unit specific in-service. It was easier to relieve 
nurses of her/his responsibilities for 30 minutes than one whole hour. This study found that 
through inexpensive means, home study and 30 minute in-services could increase nurses' 
knowledge on smoking cessation. Knowledge impacts practice. This study also found that 
the increase in nurse's knowledge increased nursing interventions related to smoking 
cessation. The major implication is that nurses, the largest group of health professionals in 
this country, have the potential of contributing to the decrease in mortality and morbidity 
caused by smoking related diseases through inexpensive means of training. If every nurse, 
over a million in number, counsels only one smoker a day, most smokers will be advised to 
quit each year. 
Hypothesis II 
Hypothesis II states that there is no significant difference in smoking cessation-
counseling skills among the three nurse groups. The significant findings via the Kruskal-
Wallis and the multiple comparison indicated that smoking cessation counseling skills are 
significantly different among the three groups of nurses. Hypothesis II was rejected. The 
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control group has the lowest average in this measure. This again implies that without further 
training nurses do not know how to counsel patients how to stop smoking. The counseling 
skills assessed were based on the National Cancer Institute guideline on smoking cessation 
for Nurses and the Stages of Change Model by Prochaska and DiClemente. The highest 
average was from the in-service group which had a 30 minute training on smoking cessation 
and the home-study still did better than the control group. The major implication of this 
finding is that through inexpensive training nurses can be taught how to counsel patients to 
quit smoking. 
Hypothesis III 
Hypothesis III states that there is no significant difference in the frequency of 
utilization of nurse counseling skills among the three groups. Through Kruskal-Wallis and 
multiple comparison statistical procedures, hypothesis III was rejected. There was a 
significant difference in the frequency of utilization of nurse counseling skills related to 
smoking cessation among the three groups of nurses. The control group, without training 
consistently has the lowest average among all four questions. The control group nurses ask 
85% of their patients if they smoke or not. This was probably secondary to the fact that 
asking patients if they smoke or not is part of the nursing admission form. This finding 
indicates that when a nursing intervention is incorporated in the nurses' routine, there is an 
increased compliance. The control group nurses assess 20% of their patients on the stages 
of change. They assist 15% of their patients to quit smoking. They advise 50% of their 
patients to stop smoking. The findings of this study in the control group are similar to what 
Goldstein (1987), Entrekin (1992) and Buchanan (1994) found in their studies. Goldstein 
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found that 35% of nurses counsel patients who smoke. Entrekin found that only 3% of nurses 
advise 81 % to 100% of their patients. Buchanan found 51 % counseled fewer than 25%. The 
findings in the control group imply that patients are identified if they smoke or not during 
the admission process but may or may not be advised to quit smoking. The smokers are 
rarely assessed as far a what stage they are in the smoking cessation continuum. They are less 
likely to be assisted in quitting smoking. The major implication of this finding is nurses 
continue to miss windows of opportunity to help many smokers who have a desire to quit 
especially in the hospital. The hospital environment is smoke-free therefore patients who 
smoked prior to admission are in need for information on how to handle the smoking issue. 
The proximity of a disease process is known to increase patients' motivation to quit. 
The results with the home study nurses are as follows: they ask 99% of their patients, 
assess 48%, assist 27% and advise 58%. Again 99% is due to the presence of this question 
in the nursing admission form. Assessing the stage of change at 48% is good because then, 
the nursing interventions will be more appropriate. Prochaska and DiClemente's work 
advocates tailoring stop smoking cessation advice depending on the patients' stage of 
change. Assisting 27% is definitely more than 15% in the control group. 58% advice still 
needs to improve. It is important that the 4 A's be used. When the smokers are identified, 
they should be advised, assessed, and assisted to quit smoking. 
The in-service group asked 88% of their patients if they smoked or not, they advised 
63 % to quit smoking, assessed the stage of change of 63 % of their patients and assisted 4 7% 
of their patients. The overall performance of the in-service groups was better than the control 
group. This group's knowledge and counseling skills are also significantly better than the 
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control group. The first major implication of the acceptance of this hypothesis is that nursing 
training in smoking cessation increases smoking cessation interventions, therefore, 
improving nursing practice in helping people quit smoking. The Agency for Health Care and 
Policy Guideline (AHCPR, 1996) guideline for smoking cessation emphasized that the more 
health care practitioners involved in helping patients quit smoking, the more the higher the 
patient impact. The second major implication is that ifthe smoking cessation interventions 
are incorporated in the standard of practice, and the resources are made available, more 
nurses will address smoking cessation. Incorporating smoking cessation in the standard of 
practice means including more than just asking patients if they smoke or not but also 
incorporating stages of change assessment questions. This incorporation also requires 
standardization of what nurses should do when patients are identified and a specific stage of 
change is identified. 
Hypothesis IV 
Hypothesis IV states that there is no significant difference in the number of patients 
who report being advised to quit smoking among the three groups was rejected. The Chi-
square test indicates that there is a significant difference in the number of patients being 
advised among the three groups of nurses. Hypothesis IV was rejected. Seventeen (17) 
percent of the patients of nurses in the control group reported being advised to quit; 28% of 
the patients of the home study group reported being advised to quit and 40% of the patients 
of the in-service group reported being advised to quit. The major implication of this study 
is that when nurses are trained, are given the resources, they will advise patients to quit 
smoking. This is the same finding in the physician group study by Ockene (1992}. This study 
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measured patient's report of compliance one month after the training. The major implication 
of this study is to incorporate advising patients to quit smoking in the standard of practice 
in institutions. Currently, most nursing assessment forms will ask patients if they smoke or 
not, thus identifying smokers. This information is not helping patients to quit smoking. It is 
important that once the patient is identified as a smoker that they be advised to quit smoking. 
Assessing their stage of change is important to determine how they will be counseled. These 
steps need to be incorporated in the standard of care for all patients. The nurses also need to 
be informed and trained of the change in the standard of practice. The nurse should be given 
resources such as patient teaching materials and a list of services available in the hospital and 
in the community. 
Hypothesis V 
Hypothesis V states that there is no significant difference in reports of quitting for 
24 hours among patients of the three nurse groups. Due to lack of sample size this hypothesis 
cannot be rejected nor accepted. It speaks clearly of one of the most difficult problems in 
doing research in a very transient patient population. The patient population is mostly close 
to the poverty line. After an average of five telephone call attempts per patient, there were 
10 patients from the control group, 10 patients from the home study group and 30 patients 
from the in-service group. When closely examined, among the 30 patients, 43% attempted 
to quit in 24 hours and 57% did not attempt to quit in 24 hours. After one month patients 
were followed and 73% reported trying to quit in 24 hours and only 27% did not attempt to 
quit in 24 hours. Although the population is very small, this impact is encouraging. This 
preliminary data shows that staff nurses can be a resource in smoking cessation. This 
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preliminary data can possibly clear the staff nurses' perception that their nursing 
interventions do not impact patients. With this knowledge staff nurses may possibly be 
motivated to do more. 
Hypothesis VI 
Hypothesis VI states that there is no significant change in patients' stage of change 
in the smoking cessation continuum among patients of the three nurse groups. Due to lack 
of sample size, this hypothesis cannot be rejected nor accepted. However, in looking at the 
30 patients, it was found that initially there were 60% precontemplators (patients who do not 
want to quit), 10% were contemplators (patients who are thinking of quitting) and 30% were 
in the preparation stage (patients who want to quit). After one month, there was a decrease 
in precontemplators from 60% to 43%, increase in contemplators from 10% to 26%, and no 
changes in preparation stage number. Although not statistically significant, the preliminary 
results are encouraging. The primary intervention recommended by Prochaska and 
DiClemente for precontemplators is to for health care professionals to advise them to quit 
and to help them explore reasons how they might be better off if they quit smoking. This is 
within the realm of patient education in nursing practice. Prochaska's research also shows 
that if a smoker moves one stage in a month, they are most likely to be quitting in a year. 
Limitations of the Study 
Foremost and paramount, the findings of this study should be considered preliminary 
and more descriptive than predictive. Limited generalizations may be drawn based on 
statistical analyses of the dependent variables, knowledge in smoking cessation, counseling 
skills in smoking cessation, utilization of counseling skills, report of being advised to quit 
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smoking by patients, patient 24-hour quitting reports, changes in the stages of change 
smoking cessation continuum. Further studies should be conducted to closely look at the 
above variables using random sampling and multi-center trials. Lack of control over patients 
personal circumstances such as major diseases, deaths of family members related to smoking, 
stress, divorce, financial hardships and others is a limitation of this study. Another limitation 
is the lack of baseline data on the dependent variable among the nurses who were trained 
both with in-service and home study. The measurement, Smoking Health Risk Counseling 
of Med/Surg Patients by Nurses Survey, in this study was used only for the second time and 
more analysis with a larger sample will allow for refinement and more generalized 
utilization. Inability to follow-up patients was also a handicap. Most patients either moved 
or telephones were disconnected. Perhaps giving patients incentives will have increased the 
number of patients for the second survey. 
Recommendation for Further Studies 
Training staff nurses to become resources in smoking cessation can potentially 
produce a large impact in the mortality and morbidity related to smoking, however, there is 
very little research on training staff nurses to counsel patients to quit smoking. To test ifthe 
preliminary findings of this study will hold, large numbers of staff nurses need to be 
randomized into three different groups. A larger patient population will also enhance the 
findings of this research. The nursing interventions developed in this study can further be 
refined to suit specific nursing population. Testing these preliminary findings in specialty 
areas where nurses are dealing with specific patient populations is another recommendation, 
for instance, cardiac patients are known to be more motivated than the general patient 
75 
population. It will probably be interesting to see how these patients will be affected. Another 
recommendation for further investigation is assessing the impact of adding a nursing care 
policy outlining the responsibilities of staff nurses in smoking cessation in the hospital. 
Measurement of this impact needs to be standardized so that comparison is possible and 
easier to understand. 
Implication for Practice 
Though our findings can be considered preliminary due to the lack of research 
available in utilizing staff nurses as a resource in smoking cessation, it provides a direction 
to pursue. It provides us some basis to further explore a potentially high impact resource in 
the hospital because of their number and patient proximity. Training staff nurses to integrate 
smoking cessation counseling could be a viable alternative. Having staff nurses integrate 
identifying, advising, assessing and assisting patients who smoke can potentially increase the 
health professional impact in smoking cessation. This integration can be taught via half hour 
in-service sessions or home study packets. The integration can further be enhanced by a 
nursing policy highlighting the expected standard of practice. Integrating smoking cessation 
counseling in the nursing standard of care is structural change that can be done in institutions 
in order to comply with the Agency for Health Care Policy and Research (AHCPR) guideline 





Y 0 U can make a difference in the 
control of the single most 
preventable cause of death and 
morbidity in our medical center, in 
our society ..... tobacco use. 
Help now by learning to 
identify, assess, diagnose, and treat 
nicotine dependence in your own 
patient care setting. Read on .... 
Nicotine Dependence Service at UMC 
(702) 253-4809 
Elizabeth E Fildes, B.S.N., MA, RN,C 
Nicotine Dependence Service 
(702) 253-4809 
The Stages of Change-Based Smoking 




This program was designed to teach staff nurses and other health care providers a 
different way of counseling patients who smoke in their patient care setting. 
Objectives: 
At the end of this home study, the nurse will: 
1. Describe the effects of smoking on their own patient population. 
2. Describe the benefits of smoking cessation. 
3. State the need for nicotine dependence intervention in their setting. 
4. Describe the stages of change model for smoking cessation. 
5. Demonstrate the identification, assessment, diagnosis, and treatment 
of smokers in different stages. 
6. Describe the mechanisms for follow-up to evaluate the effectiveness 
of nursing interventions with nicotine dependent patients. 
Outline: 
I. How wide spread is the problem? 
II. What are the effects of smoking? 
III. Why bother to counsel? 
IV. Whyme? 
V. Will it work? What is the current research in nursing? 
VI. So how does one help? 
VII. The new paradigm, the Stages of Change Model 
VIII. The assessment, diagnosis, treatment and follow-up of smokers in 
specific patient care settings 
IX. Resources 
X. Case Studies 
79 
How widespread is the problem? 
Cigarette smoking is the single largest cause of premature death and 
disability in the US. 
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During 1990, 418,690 deaths were attributed to smoking. Lung cancer, 
ischemic heart disease and chronic airway obstruction accounted for most of 
these deaths. 
In 1993, 25% of US adults were smoking. 
What are the effects of smoking? 
Smoking is a cause of or related to cancer of the lung, oral cavity, larynx, 
esophageal, bladder and kidney, stomach, pancreas, vulva, cervix, colon and 
rectum, liver and penis. 
Smokers are at a greater risk for coronary heart disease, angina pectoris, 
heart attack, arrhythmia, aortic aneurysm and cardiomyopathy. 
Smokers are at a greater risk for peripheral and cerebrovascular disease as 
well as thromboangiitis obliterans and atherosclerotic vascular disease, 
transient ischemic attacks, worsened multiple sclerosis .. 
Specific effects of cigarette smoke on the cardiovascular system: 
Sympathomimetic effects 
Favors thrombosis 
Lowers fibrillation threshold 
CO binds with hemoglobin, thereby reducing oxygen 
available to tissues 
Favors atherogenesis 
Cigarette smoking is the single most important risk factor for chronic lung 
disease and is associated with increased respiratory symptoms and 
infections. 
Peptic ulcer disease is more common in smokers. 
Women who smoke during pregnancy have and increased incidence of 
intrauterine growth retardation leading to low infant birth weights, 
miscarriage, premature water breaking, birth defects and intellectual 
impairment of offspring. 
Smokers need more anesthesia, increased risk of post-surgical respiratory 
infection, increased need for supplemental oxygen following surgery and 
delayed wound healing. 
Smoking is related to disk degeneration, less successful back surgery, 
musculoskeletal injury and delayed fracture healing. 
Smokers are at a greater risk for osteoporosis and osteoarthritis. 
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Environmental tobacco smoke causes children's lower respiratory tract 
infections, more severe asthma, middle-ear infections, Crohn's disease and 
ulcerative colitis, sudden infant death syndrome and impaired delivery of 
oxygen to body tissues. 
Smokers are at a greater risk for infertility and early menopause. 
Smokers have been found to have decreased sperm motility, decreased 
sperm density and higher incidence of impotence. 
Smoking has been associated with depression. 
Smoking has been associated with hearing loss and snoring. 
Smoking is associated with cataracts, complication from Graves' disease, 
macular degeneration and optic neuropathy. 
Smokers have a higher incidence of periodontal diseases. 
Smoking increases metabolic rate, blood sugar and waist to hip rotation. 
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Smokers have a higher incidence of stomach and duodenal ulcers as well as 
Crohn's disease. 
Smoking causes impaired humoral and cell-mediated immunity. 
Smokers are at a greater risk for injuries from fires and other occupational 
mJunes. 
Why bother counseling? 
Smoking cessation produces both immediate and long-term changes that 
benefit the ex-smokers and those around them. 
Within 20 minutes ......... B/P and pulse rate drop to normal 
Temperature of hands and feet normalize 
Within 8 hours ................ CO in the blood drops to normal 
0 2 level increases 
In 24 hours ..................... Chance of a heart attack decreases 
Within 48 hours ............. Nerve endings begin regrowth 
Sense of smell is enhanced 
In 72 hours ..................... Breathing is easier 
Bronchial tubes relax 
Lung capacity increases up to 3 0% 
Walking is easier 
Within 1 to 9 months ...... Coughing, sinus congestion, fatigue, SO decrease 
Cilia begin to regrow 
Chance of infection decreases 
Overall energy increases 
Within 5 to 10 years ....... Heart and circulatory system repair themselves 
Chance of death due to lung cancer decreases 
Pre-cancerous cells are replaced 
Why me? 
Smokers average 4.3 health care visits per year. 
70% of smokers visit a health care facility once or twice a year because of 
smoking related complaints. 
Smokers are more receptive to smoking cessation intervention because of 
the proximity to a disease process. 
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Positive relationship between severity of illness and increased adherence to 
smoking abstinence. 
Nurses are almost always present in these settings. 
These situations give nurses windows of opportunity to advise the patient 
about smoking. 
Will it work? What does current research say? 
Goldstein et al in 1986, Entrekin et al in 1992, Buchanan et al in 1994 all 
found that nurses feel that it is their responsibility to counsel patients who 
smoke but very few do for the following reasons: 
1. Lack of knowledge and counseling skills. 
2. Perceived lack of effectiveness of interventions. 
3. Perceived lack of patient interest. 
4. Lack of time 
So how do I help? 
Decide on a conceptual model to understand smoking. 
Learn how to identify, assess, diagnose, treat and evaluate smokers in your 
patient setting. 
Know and get your resources. 
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The new paradigm, the Stages of Change Model 
The Stages of Change Model by Dr. Prochaska is an ideal model for us to 
understand how people change problem behaviors. This model states that in 
quitting smoking, smokers move through 4 stages in the smoking cessation 
continuum. Each stage requires a different intervention. This model 
measures the success of interventions by the movement of patients from 
one stage to another. The 4 stages are precontemplation, contemplation, 
preparation and action. 
Precontemplators 
Precontemplators are smokers who do not want to quit. They love and enjoy 
smoking despite the harmful effects. 
Assessment: When asked "Do you want to quit smoking in the next 6 
months?" Their answer is a quick emphatic NO!!! 
Diagnosis: Precontemplation Stage 
Intervention. 1. Ask, have you ever quit smoking before? 
If yes, REINFORCE the patient's own reasons. You are making this 
advice more patient-centered. Then add your own reasons by saying, 
"As your nurse, I advise you to quit, because this is something that 
only you can do to help treat/alleviate your symptoms related to your 
(admitting/related diagnosis). 
Ifno, INTRODUCE ambivalence by: 
Asking what they like about smoking. 
Asking if there is anything they dislike about smoking. 
Asking the patient to think of any way at all in which you 
would be better off if you quit smoking. 
Inform, "People who quit smoking have reduced rates of .... " 
(choose a health problem of concern to your patient.) 
Give the Precontemplation handout. 
Follow-up: 
Give patient the handout for pre-contemplators. This handout 
will explore the pros and cons of smoking and quitting. This 
will reinforce your attempt to introduce ambivalence. 
Re-evaluate the patient's stage upon discharge. 
Contemplators 
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Contemplators are smokers who are starting to weigh the pros and cons of 





When asked "Do you want to quit within the next six 
months?" Their answer is yes, (but not in the next one 
month!!!) 
Contemplation 
1. Ask, have you ever quit before? If the answer is 
yes, reinforce the patient's own reasons for quitting, then 
add your own by saying, "As your nurse, I am advising 
you to quit, because it is one of the most important 
things you can do to help your (admitting/related 
disorders). 
If no, advise the patient to quit (same advice as above). 
2. Try to resolve ambivalence in favor of cessation 
by: 
Asking about what they like and dislike about smoking 
Affirm their dislikes, reassure that there are ways to 
handle desires for cigarettes 
Asking what they think the most difficult part of quitting 
is going to be. Reassure the patient that there is more 
help now than ever, for example, the nicotine patches 
help relieve withdrawal symptoms. 
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3. Give the patient a contemplation handout. 
Follow-up: Re-evaluate patient's stage upon discharge. 
Preparation 






When asked if he/she wants within a month, the answer 






Congratulate the patient. 
Ask if they have thought about setting a quit date. 
Assist patient to set a quit date. 
Refer the patient to appropriate resources. 
Ideally, call patients in 1, 3 and 6-week intervals. 
Action 




When asked how long ago have they quit smoking? 
Their answer is one day to 6 months. 
Action stage 
1. Ask if they need some support or if they have 
some concerns. 
2. Refer to resources. 
What are the resources to help me address smoking with my patients? 
· Patient handouts 
Services available through the hospital: 
Elizabeth Fildes will provide: 
Individualized patient consults for patients diagnosed on 
preparation stage. 
Four-session stop smoking program 
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Both consults will include a plan for nicotine replacement, CO 
measurements, nicotine withdrawal management, problem 
solving strategies, support system development, and hypnosis. 
Services in the community: 
American Lung Association 
American Heart Association 
American Cancer Society 
Nicotine Anonymous 
Acute care institutions 
Private practitioners (yellow pages) 
Case Studies: 
Mr. Jones was admitted to UMC to RIO MI; has a 24-year history of 
smoking 1 pack a day of high-level nicotine cigarettes. He denies any 
personal detriment from smoking, claims that smoking is the most 




Mrs. Perez was admitted to UMC for CHF. She has realized that smoking is 
detrimental to her health especially today. However, she has always resorted 
to smoking when she is tense. She is thinking of quitting. 
Diagnosis: 
Nursing intervention: 
Mr. Darling was admitted to UMC for COPD. He wants to quit today. His 
doctor just told him he needs to stop smoking. 
Diagnosis: 
Intervention: 
Mrs. Miranda was admitted to UMC for hip surgery. She smoked for 45 
years. When asked when she wants to plan on quitting, she responded 





NICOTINE DEPENDENCE SERVICE AT UMC 
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Nicotine Dependence Service at UMC 
The Nicotine Dependence Service at UMC offers a full range of services to tobacco users. 
Services include consultation/assessment, counseling, group programs, smokeless tobacco 
program, after-care planning and health professional training programs. The service assists 
with planning for stopping, management of withdrawal symptoms and on-going therapy. 
Treatment is based in theories of chemical dependence, behavior change, pharmacology and 
relapse prevention,_ Support groups are also offered. 
Consultation/ Assessment 
The initial visit can be arranged by a referring physician, nurse or other health care 
professional by calling the service directly. The patient completes a standard questionnaire. 
Using the questionnaire, permanent medical history and the interview with the patient, the 
nicotine dependence specialist determines the level of nicotine dependence based on DSM-
IV criteria for psychoactive substance dependence. The patient's stage of readiness for 
abstinence is also assessed. These results, along with a stop plan, are entered into the medical 
record. The specialist also consults with the referring professional about the treatment plan. 
Follow-up/ Relapse Prevention Program (included as part of the initial consultation) 
A year of follow-up contact by phone and mail is provided to each patient who completes 
the consultation to provide additional support and encouragement throughout the year. 
Patients can expect to hear from the service at 3, 6 and 9 months, and receive eight letters 
during the year. An end of the year questionnaire is sent to each patient, to provide the 
service with feedback about success rates and problem areas. 
Individual Counseling 
Individual counseling is available following initial consultation. Theses sessions can be 
arranged a frequently as needed, for varying lengths of time. The focus is on addressing 
physical and psychological issues, as well as behavior changes that prevent relapse. 
Group Therapy Program - (STOP) Short Term Outpatient Program 
Treatment for patients with moderate level of dependence is provided through a series of 
lectures and group therapy sessions. Sessions are led by the nicotine dependence specialist. 
Participants come to the group prepared with a stop date and plan as discussed in the 
consultation. 
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Health Professional Training 
Health professional training is available in dealing with nicotine dependence in their specific 
patient care setting using the Stages of Change model and Agency for Health Care Policy 
and Research (AHCPR) guidelines. 
Support Groups 
The Nicotine Anonymous group is sponsored by the Nicotine Dependence Service, but will 
be run by participants. It is a closed group using the self-help/twelve step model. 
Carbon Monoxide Testing 
An expired carbon monoxide screening is done at the initial consultation as well as 
subsequent contacts. This screening provides a bio-chemical indicator of current smoking 
status as well as positive reinforcement for cessation. 
Use of Audio-visual Learning Methods 
The Service has a large library of audio and videotapes that are available to patients to 
improve their knowledge and motivation for cessation. 
Cotinine Assay 
The nicotine dependence specialist may request a blood test to determine the level of cotinine 
in a patient's body. This test offers valuable information when determining a therapeutic 
level of nicotine replacement for the patient. 
For more information call: 
Elizabeth E. Fildes, MA, RN, C 
Nicotine Dependence Service at UMC 
(702) 253-4809 
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Telephone No.: ____________ Date: __________ _ 
SMOKING HEALTH RISK COUNSELING OF MED/SURG PATIENTS 
BY NURSES 
1. Do you think that tobacco smoking is a risk to health? 
(1)_ Yes (2)_ No 
2. Smoking contributes to the development of which of the following diseases? 
Check as many as apply. 
(3) Arteriosclerotic vascular disease 
( 4) Chronic obstructive pulmonary disease 
(5) Parkinson's disease 
( 6) Abdominal aortic aneurysms 
(7) Peptic ulcer disease 
(8) Buerger' s disease 
(9) Coronary artery disease 
(10) Tuberculosis 
(11) Multiple sclerosis 
(12) Cancer of bladder 
(13) Cancer oflung 
( 14) Cancer of larynx 
(15) Cancer of lip, mouth 
( 16) Cancer of esophagus 
3. Do you think nurses can influence a patient's decision to quit smoking? 
(17)_ Yes (18)_ No 
4. Do you feel that the nurses' smoking cessation counseling is only successful ifthe 
patient quits? 
(19) _Yes (20)_No 
5. Do you think repeated advice from nurses and other health professionals will 
ultimately influence the patient to quit? 
(21)_ Yes (22)_ No 
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6. A smoker who enjoys his cigarettes and is not interested in the nurse's advice is in 






(28) Never heard of such terms 
7. A smoker who starts to weight the pros and cons of smoking and is considering 







(34) Never heard of such terms 
8. A smoker who is anxious to talk to the nurse about quitting and thinks he/she is 
ready to set a quit date is in which stage of the smoking cessation continuum? 
(3 5) Precontemplation 
(36) Contemplation 
(3 7) Preparation 
(38) Action 
(39) Maintenance 
( 40) Never heard of such terms 
9. The following nursing interventions are appropriate for a patient who does not 
want to quit. Check as many as apply. 
( 41) Advise to quit 
( 42) Personalize danger of smoking/benefits of quitting 
( 43) Dispel myths regarding beliefs to increase susceptibility 
(44) Boost patient's confidence to quit 
( 45) Give appropriate patient education materials 
10. The following nursing interventions are appropriate for a patient in the 
contemplation stage. Check as many as apply. 
( 46) Increase patient's awareness by listing reasons for smoking 
( 4 7) Increase patient's awareness of personal reasons to quit 
( 48) Advise to quit 
( 49) Personalize dangers of smoking/benefits of quitting 
(50) Boost patient's confidence to quit 
(51) Give appropriate patient education materials 
11. The following nursing interventions are appropriate for patients who are in the 
preparation stage. 
(52) Congratulate on decision to stop 
(53) Set a quit date with the patient 
( 54) Identify difficult situations and plan avoidance maneuvers 
(55) Refer to a stop smoking resource 
( 56) Discuss nicotine withdrawal management 
12. Do you think it is the responsibility of a nurse to counsel/inform patients who 
smoke about health risks related to smoking? 
(57)_ Yes (58)_ No (59) _ Uncertain 
13. Do you think it is the responsibility of a nurse to counsel/inform patients who 
smoke about health risks related to smoking only if they have a smoking related 
illness? 
(60) _Yes (61)_ No 
14. What proportion of patients do you currently ask if they smoke or not? 
(62) __ % 
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15. What proportion of patients who smoke do you ask if they want to quit in 6 
months; one month; or today? 
(63) __ % 
16. What proportion of patients do you refer to an inside or outside service to help 
them quit smoking? 
(64) __ % 
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17. What proportion of the patients who smoke do you currently counsel/inform about 
the health risks related to smoking? 
(65) None (0%) 
(66) Very few (25%) 
(67) Some (50%) 
(68) Most (75%) 
( 69) All (100%) 
18. If smoking cessation or health risk counseling were ordered by a patient's 
physician, would you provide it? 
(70)_Yes (71)_No 
19. If you provide information about smoking health risks/cessation techniques to 
patients who smoke, which methods do you use? Check all that apply. 
(72) Written material 
(73) Audio/visual material 
(74) Nicorette gum/nicotine patch 
(75) Medications 
(76) Emotional support 
(77) Verbal factual information 
(78) Community or other resources available 
(79) Reinforce existing nonsmoking policies 
(80) Role model nonsmoking behavior at work 
(81) Other (please specify): ________ _ 
20. Have you ever received education related to the health risks of smoking and 
smoking cessation techniques? (2 = both answers) 
(82)_Yes (83)_No 
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21. If yes, health risks of smoking and smoking cessation education/information came 
from which of the following sources? Check all that apply. 
(84) Nursing school 




(89) Other (please specify): _____________ _ 
22. The literature identifies the following barrier to providing health risk and smoking 
cessation counseling to patients. Do you encounter any of these barriers? Check 
all that apply. Use the back of this paper if further explanation is needed. 
(90) None 
(91) Patient lack of interest/resistance 
(92) Feel that it is not effective in changing patient behavior 
(93) Short length of patient's stay 
(94) Nurse does not view smoking as a health problem 
(95) Nurse's lack of knowledge about the subject 
(96) Inadequate time in nurse's schedule 
(97) Feel it is not a nursing function 
(98) Other priorities in individual patient's care 
(99) Other nursing priorities on the unit 
(100) Institutional policies that support smoking 
( 101) Lack of administrative support 
(102) Other (please specify): _____________ _ 
23. Are cigarettes used as a reward on your unit? 
(103)_Yes (104) _No 
24. Are you satisfied with the current smoking policy in your facility? 
(105) I am not familiar with the current policy 
(106) Policy is fine; no need to change 
(107) Policy has been fine, but it is time to review and update 
(108) Current policy is inadequate and needs changes 
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25. If changes are needed, please explain what you would include in a new policy. 
Use the back of this paper if needed. 
(109) ___________________ _ 
26. Do you currently smoke cigarettes? 
(110) _Yes (111) _No 
27. If yes, number of cigarettes per day: 
(112)_ 
28. Number of years you have been a daily smoker: 
(113) Less than 1 year 
( 114) More than 1 year and less than 5 
( 115) More than 5 years and less than 10 
(116) More than 10 years and less than 20 
( 11 7) More than 20 years 
29. Have you been a smoker in the past? 
(118) _Yes (119)_No 
30. If yes, how long ago did you quit? 
(120) Less than 1 year 
(121) More than 1 year and less than 5 
(122) More than 5 years and less than 10 
(123) More than 10 years and less than 20 
(124) More than 20 years 
31. Number of years spent in Med/Surg nursing: 
( 125) Less than 1 year 
( 126) More than 1 year and less than 5 
(127) More than 5 years and less than 10 
(128) More than 10 years 
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32. Number of years spent in active nursing practice: 
(129) Less than 1 year 
(130) More than 1 year and less than 5 
( 131) More than 5 years and less than 10 
(132) More than 10 years 




34. Do you currently work? 
(136) Full-time 
(137) Part-time 
3 5. How long have you worked at this facility? 
(138) Less than 6 months 
(139) Over 6 months and less than 1 year 
( 140) More than 1 year and less than 5 
( 141) More than 5 years and less than 10 
(142) More than 10 years 
36. Your gender: (143)_Male (144) _Female 
37. Your marital status: 
(145) Single 




38. If married, does your spouse smoke? 
(150)_Yes (15l)_No 
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39. Your age: 
(152) Less than 20 years-old 
(153) More than 20 and less than 30 
(154) More than 30 and less than 40 
(155) More than 40 and less than 50 
(156) More than 50 and less than 60 
(157) Over 60 years-old 






(163) Other (please specify): 
APPENDIX4 
STAGES OF CHANGE ASSESSMENT SCALE 
SHORT FORM 
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UNIT#: PHONE: ------------- ----------
NAME: SEX: AGE: ------------- ------ ---
1. (All) Has a nurse given you advice in the past year to stop smoking? 
(l)_Yes (2) _No (Go to #5) 









To cut down 
Recommendation to stop smoking 
Gave a health info sheet 
Discussed health information 
Helped me think through a situation 
Help me set a quit date 
Referred me to a stop smoking clinic 
Anything else? ------------------
3. (If yes to #1) How helpful was it when you and the nurse talked about smoking? 
(1) _Very helpful (2) _ Somewhat helpful (3) _Not helpful 
4. (If yes to #1) Was the nurse who gave you this advice to stop smoking from UMC? 
(l)_Yes (2)_No (3)_Both 
5. (All) Have you done anything in the past __ weeks to stop smoking? 
(1) Yes (2) _No (Go to #7) 
6. (If yes to #5) What you have done to stop smoking? (Leave open ended) 
Read information from nurse 
Read information obtained on my own 
Payer/willpower 
Thought about why I smoke 
Reduced the number of cigarettes smoked 
Attempted to quit on my own 
Tried to use a quit date 












Is there anything else? ____________________ _ 
7. (All) Have you smoked in the past 24 hours? 
(I)_ Yes (Go to #8) (2) _No (Go to #9) 
8. When did you last smoke? __________________ _ 
9. (If yes to #7) Did you quit smoking for at least 24 hours (one entire day and night) 
in the past six ( 6) months? 
(l)_Yes (2)_No 
10. (If yes to #7) Do you seriously intend to quit smoking in the next six (6) months? 
(l)_Yes (2)_No 
Do you seriously intend to quit smoking with the next month? 
(l)_Yes 





11. On average, how many cigarettes do you smoke a day? ________ _ 
Thank You 
APPENDIX5 




Your unit has been chosen to participate in a research project that will measure the 
impact of a nicotine dependency intenrention protocol on nursing practice and patients. 
In compliance with the Hospital Review Board requirements, please sign the consent below. 
I, , hereby consent to participation in a 
research project being conducted by Elizabeth E. Fildes, R.N., C. 
I understand that the purpose of this study is to measure the impact of a nicotine 
dependency intervention protocol on nursing practice. I also understand that this 
measurement will be conducted by written testing before and after the implementation of the 
protocol. I will also be asked to demonstrate the skills taught in the training component of 
the intervention. I understand that I will not experience any risks nor discomfort. The 
potential benefits of this study are that it will help determine what interventions are effective 
in helping nurses address nicotine dependency at the bedside. 
I acknowledge that Ms. Elizabeth E. Fildes, R.N., C, has fully explained to me the 
lack of risk involved and the need for the research; has informed me that I may withdraw 
from participation at any time without prejudice; has offered to answer all inquiries which 
I may make concerning the procedure to be followed; and has informed me that I will be 
given a copy of this consent form. 
I freely and voluntarily consent to my participation in this research project. 
(Signature of Investigator or Associate) (Date) 
(Signature ofNurse) (Date) 
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CONSENT FORM 
You have consented to participate in a research project that will measure the impact 
of a stages of change based smoking cessation protocol on nursing practice and patients 
in an inpatient setting. In compliance with the Hospital Review Board requirements, please 
sign the consent below. 
I, , hereby consent to participate in a 
research project being conducted by Elizabeth J. Fildes, R.N., C. 
I understand that I will not experience any risks or discomfort. The potential benefits 
of this study are that it will help determine what interventions are effective in helping nurses 
address nicotine dependency at the bedside. 
I acknowledge that the lack of risk involved has been fully explained to me as well 
as the need for the research; that any inquiries I may make concerning the procedure to be 
followed will be answered; that I will be given a copy of this consent form. I understand that 
I may withdraw from participation in this study at any time. 
I freely and voluntarily consent to my participation in this research project. 
(Signature of Participant) (Date) 
(Signature of Nurse) (Date) 
APPENDIX7 
PERMISSION TO USE SMOKING HEALTH RISK 
COUNSELING OF MED/SURG PATIENTS 
BY NURSES SUMMARY 
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April 5, 1996 
Elizabeth E. Fildes 
Connie S. Buchanan MS, N 
P.O. Box 678 
Darien, Illinois 60561 
15 08 Angle berry Road 
Las Vegas, Nevada 89117 
Dear Ms. Fil des: 
Thank you for your interest in my work with nurses at the Veterans, 
Administration. I am pleased to grant you permission to use the Health 
Risk Counseling by Medical Surgical Nurses survey. 




PERMISSION TO USE TRANSTHEORETICAL MODEL 
MEASURE, PROCESS OF CHANGE, SHORT FORM 
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Cancer Prevention Research Center 
University of Rhode Island Kingston, RI 02881 l l l 
April -L l 1J% 
Elvabcth Fildcs 
I 'o I Dancn Club Dr 
Darien. IL 60:'6 I 
Dear Ms. Fildcs. 
Thauk ~ou for your interest in our work at the Cancer Prevention Research Center. At this point in time. 
our assessment inventories arc available for research 1mrposcs onl)'- rather than for clinical use. Dr. 
James 0 Prochaska. Director of CPRC is pleased to extend his pcnnission for you to use the 
Transthcorclical Model mcasurc(s) checked off below for research pumoses. 
A copy of the measure (s) you requested and some relevant journal articles arc enclosed. Pkasc do not 
hesitate to contact us if we can help you further. 
\Ve continue to conduct research to improve the psychomctnc properties of our instmmcnts. You ca11 hdp 
11~ in these efforts by sending a copy of any of your published research reports to our Director of Rc~.;arch 
Joseph S Rossi. Ph.D. 
Sirn.:crcl~ _ 
. LlY.:X~N, \2 -{21,ro~ 
Susan R Rossi. Ph.D. 
Postodoctoral Research Fellow 
Artidcs sent: 10. t:n.21.:n:ux.22.J 10.5 
p t:Q.b lcm_l!!~ 
_, __ Smoking_ Adolescents 
2 __ Weight Control 
'. Dietary Fat 
..t.. Akohol 
211. _ Back pain 
21. _ Dmg Use 
22. _Being in Therapy 
5. __ Psychotherapy_ client_ therapist_ within_ between 
(, Exercise 














1..t. _ Delinquents 
1 'i. Coping 
I <1 PTSD 
17. _ Acadcmil: pcrformanu; 
IX. Head trauma 
l 'J Safer Sc\ 
Flagg Road 
"_ Sta~cs of Change 
Algorithrn __ x_ URICA 
.\ Prnrcsscs of Change 
'-hon form x long form 
Sdf [ffical'.~ 
confidence short form __ long form 
_ temptation __ short form long form 
lkd-.ion:1I B:1lancc 
-.lw11 forn1 _ lo11g for111 
Phone: (401) 792-2830 FAX: ( 401) 792-5562 
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